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IN THE Last few years it has become apparent that 
isolated atrial septal defects can be closed in a 
variety of ways with little risk. The story of surgical 
attacks on this lesion is a fascinating one, which has 
recently been well reviewed by Swan,'* and we 
do not propose to include a detailed account of it. 
The ingenuity of the various blind methods of 
closure of these defects constitute a chapter of 
modern surgical history. These methods, such as 
Bailey’s atrioseptopexy,' Sondergaard’s circular 
suture,"! and Gross’s well,* cannot be considered 
adequate when today’s techniques of open heart 
surgery are considered, These latter techniques 
consist of hypothermia and extracorporeal circu- 
lation. 

In the present series five defects were closed 
under hypothermia. Then, as experience gave us 
confidence in the use of extracorporeal circulation, 
all subsequent operations were performed using 
heart-lung bypass. We have had no cause to regret 
this decision. Our entire experience with isolated 
atrial septal defects is outlined below. 


CLINICAL EXPERIENCE 


The patients ranged in age from 20 months to 58 
years, the majority being between five and ten 
years. Apart from the three adults, most patients 
were not greatly limited. Generally, they were 
small for their age and experienced increased 
fatigue on exertion. Many had had frequent 
respiratory infections. In seven, symptoms were 
minimal. Why operate upon these patients when 
they are practically asymptomatic? Our decision 
to operate has been based largely on the demon- 
stration of a sizable left to right shunt at cardiac 
catheterization. It has been reinforced by the 
demonstration of cardiomegaly and by evidence of 
right ventricular strain on the electrocardiogram. In 


*From the Sub-Department of Cardiovascular -Surgery, The 
Montreal Children’s Hospital, Montreal. 
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these patients the pulmonary flow was at least 
twice the systemic flow (Table I). 

Although the three adults and five of the younger 
patients had a degree of pulmonary hypertension, 
we were not faced with the problem of pulmonary 
hypertension at systemic levels. None of these 
patients had a reversal of the shunt through the 
defect. Surgical closure would not be advised 
in a patient with pulmonary vascular changes 
— to balance the pulmonary and systemic 

ows, 


Hypothermia 


The first five patients had their defects closed 
during total caval occlusion while in a state of 
hypothermia. Some details on these operations are 
provided in Table I. Hypothermia was obtained 
by surface cooling, either by immersion in an ice 
bath or by packing in ice bags and using a hypo- 
thermic blanket. The intracardiac manceuvres re- 
quired five to seven minutes of inflow occlusion 
in the five patients. In the last three patients 
serious cardiac arrhythmias occurred after the cavz 
were released. All patients recovered satisfactorily. 

We found that the time limit did not permit a 
calm, meticulous inspection of the interior of the 
heart and then closure of the defect. Undoubtedly 
there are technical tricks that will permit more 
efficient use of the time allowed by caval occlusion, 
and, possibly, if we had closed another 20 by using 
this technique, our confidence in it would have 
increased, However, with satisfactory experience in 
the use of bypass surgery for other lesions, it seemed 
that subsequent patients with atrial septal defects 
would be better treated by using the pump- 
oxygenator. 


Extracorporeal Circulation 


These operations were performed through a 
variety of incisions. Initially, we used a trans-sternal 
bilateral thoracotomy. Some patients have been 
operated upon by a right anterior thoracotomy 
and division of the sternum without opening the 
left pleural cavity. More recently exposure has 
been afforded by a vertical sternum-splitting in- 
cision, and some patients have been operated upon 
by a curved right thoracotomy, the right side 
being elevated about 30 degrees. The interior of 
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TABLE I. 


Operative findings 
Diameter of 





Patient Age Syst. flow Pulm. flow P.A. press occlusion No.of major defect Associated Out- 
No. Yrs. (l./min.) (l./man.) mm. Hg. (mins. ) defects (mm.) anomalies Complications come 
Hypothermia 
1 5 1.6 4.7 33/8 5 1 25 None None Well 
2 10 4.7 | 50/13 6 1 20 None None Well 

3 7 2.1 5.6 35/17 614 1 37 None Ventricular 
fibrillation Well 
4 15 3.0 9.1 23/8 714 1 37 None Bradycardia Well 
5 9 2.7 14.9 23/14 7 1 35 None Cardiac arrest Well 
Cardiopulmonary Bypass 
6 15 3.8 29.0 25/12 17 3 30 None None Well 
7 6 a 5.7 40/15 i8 1 30 None None Well 
8 9 3.0 6.5 27/12 12 1 30 None None Well 
9 9 5.1 18.1 25/12 g.: 1 30 None None Well 
10 6 4.3 16.4 43 /26 19 1 25 A-V* None Well 
11 9 3.5 6.7 38 /20 10 1 30 None None Well 
12 54 6.9 29.6 60/10 55 1 60 None Cerebral 
embolus Death 
13 12 7.8 21.7 24/12 20 5 25 None None Well 
14 41 3.9 12.5 60/15 14 i 35 None None Well 
15 7 ie 9.2 26/10 14 1 30 None None Well 
16 6 2.4 5.5 72/32 14 1 None None Well 
17 6 1.8 7.0 29/16 18 1 20 None Transitory 
heart failure Well 
18 5 2.0 10.0 37/16 29 1 40 None None Well 
19 58 5.7 22.1 53/26 25 1 60 None None Well 
20 6 2.0 7.6 32/15 26 1 30 A-V* None Well 
21 3 4.2 6.9 29/8 22 2 10 A-V* None Well 
22 8 2.9 7.6 22/8 22 1 25 None None Well 
23 S 4.7 9.4 27/17 27 1 25 None None Well 
24 5 1.5 5.4 20/10 41 1 30 None None Well 
25 1 1.4 7.7 19/8 19 1 25 A-V* None Well 
26 13 2.7 12.8 45/17 34 1 30 Pi mum Transitory 
heart block Well 
27 7 4.0 11.6 27/11 10 1 25 None None Well 
28 9 3.3 6.6 24/4 27 1 25 None Transitory 
heart block Well 
29 9 1.9 10.5 30/12 22 1 25 None None Well 
30 13 3.5 10.1 18/0 19 1 30 None None Well 
31 17 4.8 21.2 25/5 37 1 30 A-V* None Well 
32 12 4.1 9.0 19/5 21 1 25 None None Well 
33 16 3.6 13.5 24/12 41 1 30 Primum, Transitory 
cleft mitral heart block Well 
34 10 4.1 8.0 21/10 20 1 30 None None Well 
35 7 4.4 11.6 26/15 55 1 30 Primum, None Well 
cleft mitral 
36 13 5.0 .- 21.2 30/14 16 1 25 None None Well 
a7 18 3.0 6.0 18/6 37 1 20 A-V* None Well 
38 2 1.5 3.2 30/9 24 ] 25 None None Well 


*Anomalous pulmonary veins entering right atrium. 


the right atrium was explored digitally through 
the atrial appendage or by invaginating the atrial 
wall, and cannulze were passed through purse- 
string sutures in the wall of the right atrium into 
the superior and inferior venze cave. Arterial 
return from the pump-oxygenator was achieved 
by inserting a cannula retrograde into the right 
femoral artery. During bypass the thorax was 
flooded with carbon dioxide gas through a cannula 
inserted over the margin of the wound. After the 
adequacy of bypass had been checked, the right 
atrium was widely incised and the blood contained 
within it aspirated and returned to the pump- 
oxygenator.* The interior of the right atrium was 
then carefully explored, the orifices of the pul- 
monary veins were examined, and the mitral and 
tricuspid valves inspected. Then the defect was 


*Screen oxygenator, modified from the Mark Company, Ran- 
dolph, Mass. : 





closed using a running suture of No. 3-0 silk, 
reinforced in several places by interrupted sutures. 
In a few patients, when it was difficult to see the 
lower margin of the defect in the neighbourhood 
of the coronary sinus, the aorta was temporarily 
cross-clamped to permit better visibility. The clamp 
was never left on for more than a few minutes, 
and cardiac arrest did not occur. In patients with 
anomalous pulmonary veins the anterior margin 
of the atrial septum was pulled over and sutured 
to the right of the orifices of the pulmonary veins 
so that all pulmonary veins would drain into the 
left atrium. When the defect had been closed, the 
atrium was allowed to fill and the atrial incision 
was closed with a running suture. The tapes about 
the cavz were then released and cardiopulmonary 
bypass was discontinued. The cannule were re- 
moved from the atrium and the _purse-string 
sutures through which they had been inserted were 
tied down. The pericardium was loosely sutured, 
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Fig. 1A 
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Fig. 1B 


Fig. 1.—Preoperative (A) and postoperative (B) chest radiographs in Case 1 (patient No. 34) 
with a simple atrial septal defect of the secundum type. 


after which the chest was closed in layers. The 
femoral artery was decannulated and the incision 
in it closed with a running suture of arterial silk. 
Some details of the operative findings are listed in 
Table I. 


There was one death in this series of operations. 
No patient had excessive postoperative bleeding. 
The postoperative management of these patients 
was essentially that of other thoracotomy patients. 


CasE REPORTS 


Case 1.—S.F. (Patient No. 34)—This 10-year-old 
girl weighed 48 lb. at the time of admission to hospital. 
Her activities were never significantly limited, but she 
had less endurance than her playmates. The physical, 
electrocardiographic, radiological and haemodynamic 
findings were those of a high flow atrial septal defect 
of the secundum type. 


At operation using cardiopulmonary bypass, the 
defect was estimated as being 5 cm. x 2.5 cm. There 
was a good rim of septal tissue anteriorly, superiorly 

-and posteriorly, but inferiorly it blended into the 
opening of the inferior vena cava. The defect was 
sutured without difficulty with a continuous suture 
reinforced by several interrupted sutures. 

Her postoperative course was uncomplicated. She 
was sent home 13 days after operation following a 
period of unrestricted activity while in hospital. No 
murmurs were audible. Her preoperative and _post- 
operative radiographs are shown in Fig. la and 1b. 


Comment.—This patient’s course is described 
briefly as that of an uncomplicated atrial septal 
defect. There were no technical problems, and 
convalescence was uneventful. 





Case 2.—I.N. (Patient No. 12)—This patient, aged 
54, was in good health until the age of 46, when she 
went to a doctor because she noted tachycardia on 
effort. After that she underwent progressive deteriora- 
tion, and in 1957, one year before operation was 
performed here, she underwent a mitral valve ex- 
ploration at another hospital. Her preoperative radio- 
graph is shown in Fig. 2. 


At operation in this hospital in July 1958, the 
defect was seen to be very large, approximately 6 
cm. in length and 5 cm. in width. Apposition of the 
edges of the defect was difficult because of the lack 
of septal tissue. However, a satisfactory closure was 
obtained using interrupted sutures. The heart was 
closed, and the operation proceeded satisfactorily. At 
the end of the operation the patient did not regain 
consciousness. There was evidence of a fairly diffuse 
cerebral lesion. By the 12th postoperative day some 
improvement had occurred and she spoke a few words. 
However, on the 15th postoperative day she suddenly 
died. 

Post-mortem examination showed that a large inter- 
atrial septal defect had been successfully repaired. 
There was marked right ventricular enlargement and 
pericardial reaction. In the left atrium there was an 
old thrombus, 3 cm. in diameter, which was loosely 
attached to the atrial wall. There were numerous small 
foci of infarction throughout the brain. 


Comment.—The cause of the cerebral damage is 
uncertain. It could have been due to air embolism. 
It could also have been due to release of thrombus 
material from the left atrium, although thrombus 
material was not recovered from the major cerebral 
vessels at autopsy. The immediate cause of death 
was probably the ball valve left atrial thrombus, 
which may have obstructed the mitral valve. 











Fic. 2.—Preoperative radiograph in Case 2 (patient No. 
12), aged 46. She had been orthopneic for 3 years before 
operation and had marked dyspnea on exertion. The liver 
was palpable 4 fingers’ breadths below the costal margin 
and there was slight pitting oedema of the ankles. The 
electrocardiogram showed atrial fibrillation and incomplete 
right bundle branch block. 


Air embolism is a recognized danger in open 
heart surgery and perhaps particularly so in the 
closure of atria] septal defects. Nevertheless, this 
is the only case which might have been embolic 
in our entire experience with atrial septal defects. 
We have attempted to prevent air embolism by not 
aspirating blood from the left atrium and by trying 
to keep the level of blood at the interatrial septum. 
In addition, the chest has been flooded with 
carbon dioxide in an attempt to displace the air. 


Case 3.—B.H. (Patient No. 17)—This six-year-old 
boy was essentially asymptomatic, although there was 
some fatigue on vigorous exertion. Operation was per- 
formed on October 23, 1958. The defect was situated 
high in the right atrium and it was approximately 2 
cm. in diameter. It was closed with a running suture 
of No. 3-0 silk. There were no anomalous pulmonary 
veins and no valvular abnormalities. The operation 
proceeded uneventfully and the patient's immediate 
postoperative course was satisfactory. 

One week postoperatively, on October 30, 1958, 
he developed a tachycardia of 150 and a right ventricu- 
lar gallop with a tender enlarged liver and tachypncea. 
He was digitalized, with almost immediate improve- 
ment. His temperature at this time was 102° F., and 
the white cell count was 37,000 with a marked in- 
crease in neutrophils. The following day the white 
blood count was 15,000 and he was generally im- 
proved. By November 6, 1958, the lungs were clear 
and the liver was not enlarged. A radiograph of the 
chest showed an increase in cardiomegaly and suggested 
pulmonary cedema. By November 17, the liver was 
no longer enlarged, the lungs were clear, and the 
pulse rate was 85 per minute, with no murmurs. The 
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cardiomegaly was not extreme and neither was the 
fever, which gradually subsided. He was discharged 
24 days postoperatively. 


Comment.—This is the only patient in the series 
who went into heart failure postoperatively. The 
relationship of the fever and leukocytosis was not 
explained, and blood cultures were negative. There 
was no indication of infection clinically. The boy 
went on to a satisfactory postoperative course and 
is now well. We note in Swan’s report of 100 cases 
of atrial septal defects surgically closed that nine 
patients went into failure postoperatively, all of 
them responding well to digitalis therapy. All of 
his patients were over ten years of age. There were 
no anomalous pulmonary veins in our patient, so 
there seems no point in considering the possibility 
of surgical compression of the orifice of the pul- 
monary veins. Similarly, the mitral valve was 
normal and there was no pulmonary hypertension. 
We are at a loss to explain this transitory failure. 


Case 4.—C.P. (Patient No. 21)—This three-year-old 
child weighed 12.8 kg., compared with her twin who 
weighed 17 kg. Apart from her small size, there were 
no symptoms of cardiac disease. Operation was carried 
out on March 12, 1959. Exposure was afforded by a 
mid-line incision, which was carried down _ into 
the mediastinum by splitting the sternum longitudin- 
ally. There were two septal defects; the more cephalad 
one was in fact the foramen ovale, which was about 
5 mm. in diameter and widely patent. The lower one 
was 1 cm. in diameter and was situated posterior to 
the coronary sinus. Both the right pulmonary veins 
drained into the right atrium, about 1 cm. to the right 
of the two defects. The repair, which is illustrated in 
Fig. 3, consisted of making an incision between the 
two defects so as to create a large anterior flap of 
atrial septum. This septum was then sutured to the 
posterior wall of the atrium to the right of the entrance 
of the pulmonary veins. The heart was closed after 
being allowed to fill with blood, and the operation 
proceeded uneventfully. 

Her postoperative course was uncomplicated and 
she was discharged on March 27, 1959. 


Comment.—Anomalous pulmonary venous drain- 
age is to be expected in a proportion of patients 
with atrial septal defects. In this series it was found 
in six patients. It was always a rather simple matter 
to transpose the septum to the right of the anomal- 
ous veins. 


Case 5.—M.B. (Patient No. 26)—This 13-year-old 
girl was small for her age, weighing 31 kg. She tired 
easily but was able to ride a bicycle without severe 
dyspnoea. She could not run more than half a block. 
There was left axis deviation and a right ventricular 
hypertrophy pattern of the incomplete right bundle 
branch block type. The tracing was typical of an 
ostium primum atrial septal defect or an atrioventricu- 
laris communis. 

Operation was performed on April 28, 1959. Ex- 
posure was afforded by a right sub-mammary incision, 
which was continued across the sternum. After con- 
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nections to the pump-oxygenator had been made, the 
right atrium was widely incised and a septum primum 
defect, estimated at 3 cm. in diameter, was visualized. 
There was no ventricular septal defect. The tricuspid 
and mitral valves appeared to be well formed. The 
coronary sinus was about 1 cm. posterior and inferior 
to the defect. The defect was a typical ostium primum 
with no septal tissue between the defect and the 
A-V valve. No cleft in the mitral valve was seen. The 
defect was closed by pulling the cephalad rim down 
to the valve cushion. The first suture was placed low 
in the defect and, when this was tied down, a heart 
block resulted. Several additional interrupted sutures 
were placed and then the first suture was removed. 
When the defect had been completely closed, the 
small foramen ovale defect in the cephalic portion of 
the atrial septum was closed with interrupted sutures. 
The heart was allowed to fill with blood and the atrial 
incision was closed. Despite removal of the offending 
suture, the heart block remained, and the heart rate 
after bypass was. about 60 per min. Blood pressure 
was well maintained at this rate. The heart was de- 
cannulated and the apical electrode of the Pacemaker* 
was sutured to the right ventricular myocardium. The 
indifferent electrode was attached to the subcutaneous 
tissue, and the Pacemaker attached to the patient but 
not turned on. On transfer to the recovery room the 
blood pressure was 110/70 mm. Hg and the pulse 60. 
The heart block was treated by rectal isopropyl levar- 
terenol (Isuprelt). The day following operation the 
ventricular rate was 90 per min., although the electro- 
cardiogram still showed A-V dissociation. The Isuprel 
was gradually reduced over the next three days, and 
on May 31, 1959, the electrocardiogram showed sinus 
rhythm at 115 per min. There were signs of transitory 
tricuspid insufficiency, possibly as a result of distortion 
of the tricuspid valve with closure of the defect, but 
the prominent jugular pulse soon disappeared. 


The wires from the Pacemaker were removed one 
week postoperatively without having been used. The 
patient was sent home on June 13, 1959, in satisfactory 
condition. 


Comment.—An ostium primum defect is a com- 
pletely different surgical problem from_ the 
secundum type. This defect was diagnosed 
principally by the unusual electrocardiogram. The 
risk of heart block by placing a suture about the 
bundle of His is considerable in the primum defect 
or in the A-V canal, because the conduction bundle 
runs immediately beneath the lower margin of the 
atrial defect. Fortunately, in the patient described 
above with the heart beating, the block was im- 
mediately recognized and the offending suture re- 
moved without permanent damage. 

In another patient (No. 33) we had the same 
experience, Heart block developed on placing one 
suture, which was immediately removed, the block 
subsiding shortly thereafter. In this patient a patch 
of teflon was required to bridge the defect without 
distorting the mitral or tricuspid valve. 


*Electrodyne Co., Inc., Norwood, Mass. 
jAgatabie from Winthrop-Stearns Laboratories, New York, 
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Fig. 3.—Technique of repair in patients with anomalous 
pulmonary veins entering the right atrium. The defect has 
been enlarged so that the septum may be closed to the right 
of the anomaleus veins, which are thus directed into the 
left atrium. 


DIscussION 


The defect must be seen to be closed satis- 
factorily, and it is only in the method of exposure 
that surgeons disagree. On the one hand there is 
hypothermia with its relative simplicity but with 
a time limit on the duration of the intracardiac 
manceuvres; on the other hand there is extra- 
corporeal circulation with its increased complexity 
and increased blood requirement but with no 
reasonable time limit. It has also been suggested 
that the use of the pump-oxygenator may involve 
a higher risk than that of hypothermia. 


In this regard it is of interest to review the ex- 
perience in different centres (page 408). The series 
all include the total experience of a surgeon or an 
institution with one method of open heart surgery 
for the repair of atrial septal defects. 

These figures would certainly lend little support 
to the argument tHat extracorporeal circulation is 
more dangerous than hypothermia. The series are 
not strictly comparable because most of the 
fatalities with hypothermia occurred with deeper 
hypothermia than is employed today. On the 
other hand, it is the custom in several institutions to 
close the simple atrial defects under hypothermia 
and to reserve the pump-oxygenator for the com- 
plicated lesions, which would tend to raise the 
mortality rate for the bypass group. In several of 
the series the bypass group includes the primum 
type of defect, inoperable using hypothermia. 
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Patients Deaths 
NE ce cn ane tine oS at) 65 7 
he rd een os aks 100 7 
rece cei ccken wes 40 1 
ES en 75 7 
280 22 (7.9%) 
E: XTRACORPOREAL Circvl LATION 
Author _Patie nts Deaths 
Dubost? . Neri wae a eh 41 3 
Rs Br eM eh ds 39 3 
Te a ng adil ack nt 23 0 
i wee oun a 44 2 
NO ct a ge 12 0 
| eee 18 0 
Present series............. 33 1 
210 9 (4.3%) 
SUMMARY 


Thirty-eight atrial septal defects were closed using 
open heart surgery. There was one death in the series. 
The first five were visualized under hypothermia, but 
subsequent operations were performed with cardio- 
pulmonary bypass. This technique was felt to be more 
secure in our hands. 

Certain cases have been reviewed in detail to 
illustrate postoperative complications or problems of 
operative technique. 


Les NEPHROPATHIES GRAVIDIQUES 
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ADDENDUM 


Since submission of this article, 18 more atrial 
defects have been repaired without mortality. 


REFERENCES 


oe 


. Barey, C. P. et al.: Ann. Int. Med., 37: 888, 1952. 
. BEDFORD, D. E. et al.: Lancet, 1: 1255, 1957. 


. CooLey, D. A. AND MCNAMARA, D. G.: Prog. Cardiovascular 
Dis., 1: 89, 1958. 


. Dusost, C. AND BLONDEAU, P.: Mém. Acad. chir., 85: 363, 
1959. 

. GERBODE, F. et al.: Lancet, 2: 284, 1958. 

Gross, R. E. et al.: Surg. Gynec. & Obst., 96: 1, 1953. 

Gross, R. E.: New Fngland J. Med., 260: 1047, 1959. 

LEwIis, F. J.: Am. J. Cardiol., 2: 287, 1958. 

. LILLEHEI, C. W. et al.: A.M.A. Arch. Surg., 175: 928, 1957. 

. SEALY, W. C. et al.: Am. Surg., 150: 627, 1959. 

. SONDERGAARD, T.: Acta chir. scandinaw., 107: 492, 1954. 

. SPENCER, F. C. AND BAHNSON, H. T.: Surgery, 46: 987, 
1959. 

. SWAN, H. et al. 


ew bo 


as 


— 
sm owe one 


a 
nw 


: J. Thoracic Surg., 37: 52, 1959. 


RESUME 


Les auteurs présentent une série de 38 interventions 
pour correction d'un défaut du _ cloisonnement _inter- 
auriculaire, pratiquées & coeur ouvert. Un seul malade 
mourut. Les cing premiéres interventions furent pratiquées 
sous hypothermie alors que les autres le furent a l'aide 
dune dérivation cardio-pulmonaire. Les auteurs ont 
l’impression que cette technique leur offre plus de sécurité. 
Les faits cliniques de cinq cas sont présentés en détail 





LES NEPHROPATHIES 
GRAVIDIQUES® 


par P. MILLIEZ et D. FRITEL, Paris 


IL EXISTE trois types*symptomatiques de toxémie 

ou hypertension artérielle gravidique: 

—une hypertension artérielle transitoire—accident 
sans lendemain—de la premiére grossesse, chez 
la femme jeune; 

— une hypertension artérielle permanente, aggravée 
par la gestation, hypertension qui s’accentue A 
chaque nouvelle grossesse et se voit le plus sou- 
vent chez les multipares, presque toujours chez 
des femmes de plus de 30 ans; 

—le troisieme type dhypertension gravidique est 
représenté par les hypertensions récidivant a 
chaque gestation, qui se voient chez des femmes 
apparemment saines, entre leurs grossesses. 
Voici les points principaux ressortant d'une étude 

basée sur nos 300 derniéres observations totalisant 

577 grossesses: 


I. Les ToxEMres PROPREMENT GRAVIDIQUES 


La toxémie gravidique véritable est bien propre 
a la femme jeune et primipare (74 primipares sur 


*Travail du Centre de recherches sur l’Hypertension artérielle, 
Chaire de Pathologie Médicale de la Faculté de Médecine 


de Paris — H6pital Beaujon, Clichy — Seine. Pr P. Milliez. 


afin dillustrer les complications post-opératoires et les 
problémes de technique chirurgicale. 
un total de 89 observations, soit 83%); les gros- 


sesses gémellaires et certaines perturbations gravi- 
diques (hydramnios, méle hydatiforme) consti- 
tuent les autres facteurs favorisants et expliquent 
la plupart des cas survenant chez des multipares. 

L’apparition des signes toxémiques est tardive: 
leur installation avant le troisi¢éme trimestre est, 
en effet, exceptionnelle (7 observations sur un 
total de 89, soit prés de 9%) et doit dailleurs 
entrainer des réserves sur le caractere proprement 
gravidique de la toxémie. En général, celle-ci se 
manifeste au cours du huitiéme mois ou plus 
souvent encore pendant le dernier mois, quelques 
semaines ou quelques jours avant le terme normal 
de la gestation. 

A la triade toxémique classique: hypertension 
artérielle, albuminurie, cedéme, peuvent venir s’as- 
socier diverses manifestations fonctionnelles. Aussi 
faut-il distinguer, selon lintensité des troubles: 

1. La prééclampsie légére (11 observations) ou 
il n’existe que deux signes de la triade toxémique, 
en général une légére élévation tensionnelle aux 
alentours de 150/100 mm. de mercure et des 
cedémes, qui sont souvent remplacés par une 
simple prise anormale de poids. 

2. La prééclampsie sévére (40 observations) ot 
la triade symptomatique est au complet: importants 
cedémes, hypertension artérielle égale ou supé- 
rieure 4 170/100, albuminurie abondante égale ou 
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supérieure 4 2 g. par 24 heures; des manifesta- 
tions fonctionnelles pénibles, telles que céphalées, 
mouches volantes, épigastralgies, nausées ou vomis- 
sements. 

3. L’éclampsie (38 cas), caractérisée par lexagé- 
ration des signes précédents et apparition de con- 
vulsions isolées ou subintrantes pouvant entrainer 
un état comateux. 

Le probleme pronostique domine l’étude clini- 
que de ces toxémies gravidiques. Dans notre 
statistique, la mortalité foetale s'éléve 4 35%, mais 
elle différe considérablement selon la variété des 
manifestations cliniques: 11 prééclampsies légéres: 
mortalité foetale nulle; 40 prééclampsies sévéres: 
15 morts foetales (soit 38%); 38 éclampsies: 16 
morts foetales (soit 42%). 

La récidive d'une toxémie gravidique pure est 
certainement rare: parmi les 20 malades de cette 
série présente, atteintes de toxémie gravidique 
pure que nous avons pu suivre au cours de gros- 
sesses successives, aucune d entre elles n’a_ pré- 
senté d’accidents au cours de grossesses suivantes. 
Aucune de nos 89 malades n’est devenue ultérieure- 
ment une hypertendue permanente. Ce pronostic, 
dans l’ensemble favorable, ne doit cependant pas 
empécher une surveillance surtout lors des ges- 
tations ultérieures. 

Le traitement de la toxémie gravidique doit étre 
préventif: autant il est possible d’agir efficacement 
au stade initial, autant nos moyens thérapeutiques 
se montrent décevants quand la toxémie est en 
pleine évolution. La surveillance rationnelle et at- 
tentive des femmes enceintes permet en effet 
déviter apparition des manifestations pathologi- 
ques. Cette surveillance doit s’exercer réguliérement 
chaque mois a un triple point de vue: 

Recherche de lalbuminurie; prise de la tension 
artérielle, qui ne doit en aucun cas atteindre ou 
dépasser 140 pour la maxima, 90 pour la minima; 
pesées mensuelles puis bimensuelles, l’augmen- 
tation de poids ne devant pas dépasser en moyenne 
un kilo (2.205 lb.) par mois pendant les six 
premiers mois, deux kilos (4.41 Ib.) par mois (soit 
500 g. ou 1.1 lb. par semaine) au troisiéme tri- 
mestre. 

La constatation d'un seul résultat pathologique 
doit faire ordonner immédiatement comme traite- 
ment préventif un régime désodé. Par contre, 
Yadjonction d’un traitement hormonal ne doit pas 
étre systématique: celui-ci ne sera entrepris que 
sil existe une déficience de lélimination des 
hormones placentaires excrétées dans urine, sans 
insuffisance rénale. 

Le traitement curateur des manifestations toxé- 
miques est chaque jour plus étendu. Au stade de 
prééclampsie, diverses mesures thérapeutiques 
demandent a étre prises de toute urgence: 

(a) Contre la rétention hydro-sodée: établis- 
sement d'un régime désodé extrémement sévére 
contenant moins de 400 mg. de sodium par 24 
heures (ce qui correspond a 1 g. de chlorure de 
sodium ). Ce régime ayant le principal inconvénient 
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de manquer de protides, ne devra pas étre pro- 
longé plus de trois semaines. Avec ce régime 
strictement désodé l’apport liquidien ne demande 
pas a étre étroitement restreint. Certaines médi- 
cations peuvent étre adjointes avec profit, en par- 
ticulier le chlorure d’ammonium (4 a 6 g. par 
jour); on peut employer avec succés les salidiuré- 
tiques, tels que la théobromine et méme les sels 
mercuriels, Les résines échangeuses de cations a 
la dose de 30 4 50 g. par jour ont pu également 
donner des résultats favorables. 

(b) Contre (hypertension artérielle: les mesures 
thérapeutiques comportent avant tout le repos au 
lit (qui de surcroit augmente la diurése) et les 
sédatifs nervins. La cure de sommeil et les médica- 
tions hypotensives, bien qu’ayant pu entrainer dans 
certains cas une chute tensionnelle, ne paraissent 
pas toujours capables d’enrayer Yévolution d'une 
toxémie sévére. 

(c) Contre les perturbations hormonales: toute 
thérapeutique est en général inefficace, les cestro- 
genes de synthése n’agissent essentiellement qu’a 
titre préventif et sont en régle inactifs dans ces 
toxémies tardives. 

En fait, tous ces traitements ne sont que pal- 
liatifs: le seul traitement véritablement spécifique 
de la prééclampsie consiste en la terminaison de 
la grossesse. I] est nécessaire d’éviter toute tempori- 
sation et si, au bout de quelques jours, le traite- 
ment médical n’entraine aucune amélioration, 
lintérét de la mére (crainte de léclampsie) et 
celui de enfant (risque de mort in utero) com- 
mandent de provoquer l’accouchement, une fois 
que la viabilité foetale est jugée suffisante, par 
rupture des membranes ou par césarienne, méme 
si la grossesse est encore 4 plusieurs semaines du 
terme. 

L’éclampsie commande les mémes mesures thé- 
rapeutiques, Il faut de plus lutter contre les 
convulsions, lcedéme pulmonaire et les déséqui- 
libres électrolytiques, mais le seul traitement str 
consiste en cas détat de mal épileptique en la 
terminaison de la grossesse, qui améne la cessation 
quasi immédiate des troubles. 


Il. Les MANIFESTATIONS VASCULO-RENALES NON 
PARTICULIERES A LA GROSSESSE 


Les complications gravidiques, qui surviennent 
chez les femmes porteuses d'une affection vascu- 
laire ou rénale, latente ou déja connue, se pré- 
sentent sous un tableau clinique trés spécial. Ces 
complications se voient de préférence chez les 
femmes de plus de 30 ans et chez les multipares, 
cest-a-dire en réalité lorsque la tare vasculaire ou 
rénale a déja évolué depuis un certain temps. Le 
fait le plus caractéristique est la précocité du début 
des accidents; ils surviennent toujours avant le 
septiéme mois, en général au cours du second 
trimestre de la gestation. Ce seul fait permet déja 
de différencier ces manifestations vasculo-rénales 
des véritables toxémies gravidiques qui apparais- 
sent tardivement. 













Selon la nature et la gravité de la tare pré- 
existante, la grossesse peut soit évoluer de maniére 
sensiblement normale, soit se compliquer de toxé- 
mie dite surajoutée. Dans cette derniére éventualité, 
les accidents toxémiques prennent un _ aspect 
particulier: le tableau, en général atténué, est 
constitué essentiellement de troubles prééclampti- 
ques précoces et d’évolution prolongée: les cedémes 
sont légers et dailleurs inconstants et l’albuminurie 
minime ou méme absente; seule hypertension 
artérielle est toujours évidente, tandis qu'une cé- 
phalée gravative et des troubles visuels fonctionnels 
et physiques (rétinopathie hypertensive ) donnent, 
en fait, le tableau de lcedéme subaigu du cerveau 
connu sous le nom dhypertension pseudotumorale. 
Pres du terme peuvent se voir des accidents éclamp- 
tiques typiques. 


Par suite de leur début précoce, de leur évolu- 
tion prolongée et du terrain spécial sur lequel elles 
évoluent, les toxémies surajoutées sont toujours 
dun pronostic grave: dune part, les avortements 
et les accouchements prématurés sont d’une extréme 
fréquence et, dautre part, on assiste dans la 
majorité des cas a laggravation de la maladie 
maternelle, vasculaire ou rénale, préexistante. Le 
pronostic est cependant tres différent selon la 
nature de la tare antérieure a la grossesse. 


A. L’hypertension artérielle dite 


essentielle: 


permanente 


Lihypertension artérielle permanente est trés 
souvent cause daccidents gravidiques puisque cette 
étiologie est retrouvée dans notre statistique dans 
132 cas sur un total de 300 observations (soit 
44%): au minimum un tiers de Tensemble des 
complications vasculo-rénales de la grossesse est 
ainsi en rapport avec une maladie hypertensive 
permanente. : 


Le diagnostic devrait en principe reposer sur la 
constatation d'une hypertension artérielle anté- 
rieure a la grossesse; malheureusement cette notion 
manque trop souvent puisque dans plus de la 
moitié des cas (73 observations sur 132, soit 55% ) 
la maladie causale était jusque la méconnue et ne 
sest extériorisée qu’a Toccasion de la gravidité. 
Cependant, la simple constatation d'une tension 
artérielle supérieure 4 140/90 pendant la premiére 
moitié de la grossesse suffit pour affirmer que 
lhypertension préexistait a la gestation: les toxé- 
mies proprement gravidiques sont en effet excep- 
tionnelles 4 cette date et la tension artérielle est 
normalement basse au début de la grossesse. On 
retrouve en outre une hérédité hypertensive fa- 
miliale manifeste dans 60% des cas. 


Le pronostic des grossesses chez les hypertendues 
permanentes est toujours sérieux. Il importe ce- 
pendant de distinguer les hypertensions d’intensité 
moyenne et bien compensées (T.A. aux alentours 
de 170/100, fonctionnement rénal normal, lésions 
oculaires nulles ou minimes) des hypertensions 
sévéeres (T.A. supérieure 4 170/100) avec insufli- 
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sance rénale et rétinopathie hypertensive au stade 
III ou IV: alors que les premiéres sont souvent 
peu et méme non aggravées par les grossesses, les 
derniéres sont au contraire d’un pronostic particu- 
li¢rement sombre. I] existe pourtant des exceptions 
a cette régle et il est, en particulier, impossible de 
porter un pronostic toujours favorable sur la seule 
notion des chiffres tensionnels relativement peu 
élevés avant la gestation. 


Le pronostic de la grossesse dépend par contre 
étroitement de l’absence ou de l’existence de toxé- 
mie surajoutée, cest-a-dire de la décompensation 
de la maladie vasculaire antérieure a la gestation. 


_,Cette décompensation est observée dans notre sta- 


tistique dans deux tiers des cas environ (dans 208 
grossesses sur un total de 306 grossesses ); encore 
y a-t-il lieu de distinguer les toxémies légéres (49 
grossesses ), marquées par une simple élévation 
tensionnelle isolée, des toxémies plus graves (73 
grossesses ), dans lesquelles sassocie une légére 
protéinurie et surtout des toxémies trés sévéres 
(86 grossesses) ot apparait une élévation tension- 
nelle marquée associée 4 des cedémes et a une 
albuminurie importante. 


Notre statistique, qui groupe 306 grossesses (dont 
3 gémellaires) survenues chez 132 femmes hyper- 
tendues permanentes, fait état de 144 accouche- 
ments a terme, 87 accouchements prématurés, 44 
avortements (dont 7 pratiqués a titre thérapeuti- 
que), 31 opérations césariennes. La mortalité faetale 
se montre légérement inférieure 4 la moitié (147 
mort-nés sur un total de 309 foetus, soit 47.5% ) 
alors que dans notre statistique précédente la morti- 
natalité était de 55% (139 mort-nés sur un total de 
255 foetus). 


Le but du traitement doit consister a éviter toute 
aggravation de la maladie hypertensive et par 
conséquent a minimiser les troubles vasculaires 
placentaires afin que la grossesse se poursuive 
jusqu’a son terme normal. 

Ceci est possible quand hypertension artérielle 
est modérée: Yapparition d'une toxémie surajoutée 
moyenne ou sévére peut alors étre empéchée en 
appliquant un régime désodé sévére, en imposant 
le repos au lit et en donnant des sédatifs nervins. 
L’adjonction d’un traitement hormonal par la pro- 
gestérone et surtout par les cestrogénes de synthése 
parait dans ce cas susceptible d’éviter !'avortement 
ou Taccouchement prématuré (sur 24 cas traités, 
nous avons enregistré 18 résultats satisfaisants et 
6 échecs); cette thérapeutique ne doit pas étre 
appliquée a titre systématique mais étre basée sur 
les résultats des dosages des stéroides placentaires 
répétés tous les mois: cest ainsi que sur un total 
de 28 observations, nous avons observé 12 fois une 
élimination hormonale normale, 9 fois une insuf- 
fisance folliculinique isolée (compensée, dans son 
excrétion urinaire tout au moins, dans 6 cas avec 
succes par les cestrogénes), 7 fois une insuffisance 
placentaire globale toujours irréductible malgré 
un traitement hormonal massif. I] n’est pas sir que 
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cette hormonothérapie ne soit pas qu'un faux- 
semblant. 

Lorsque la maladie hypertensive est mal com- 
pensée et surtout quand vient de ce fait se sura- 
jouter une toxémie sévére, les traitements précé- 
dents, méme associés aux nouvelles médications 
hypotensives, sont trés souvent insuffisants et ne 
permettent pas d’enrayer l’évolution des troubles. 
La seule ressource thérapeutique active consiste 
alors a hater la fin de la gestation si le foetus est 
suffisamment développé pour avoir une chance 
raisonnable de survie, car la prolongation de la 
grossesse dans ces conditions ne fait que réduire 
les chances de vie de lenfant et entraine chez la 
mére des lésions vasculaires en grande partie 
irréversibles. La gravité du pronostic foetal et 
maternel explique les tentatives de sympathectomie 
dorsolombaire au cours méme de la _ grossesse; 
certains succés ont été ainsi obtenus bien que les 
résultats de cette intervention soient infiniment 
supérieurs lorsque la sympathectomie est pratiquée 
avant la grossesse: de cette maniére nous avons pu 
obtenir 5 succés sur 6 tentatives, malgré des anté- 
cédents gravidiques particuliérement sévéres. 


B. Les atteintes rénales antérieures a la gros- 
sesse: 


Les 60 cas daffections rénales que nous avons 
étudiés se décomposent en: 
37 glomérulonéphrites chroniques, 
16 pyélonéphrites chroniques ou néphrites ascen- 
dantes, 
4 néphrites aigués et néphroses lipoidiques, 
3 anomalies rénales congénitales avec azotémie. 


Les glomérulonéphrites chroniques: 


Le probleme posé par la survenue dune gros- 
sesse chez une femme atteinte de glomérulonéphrite 
chronique est dominé par la présence ou l’'absence 
d’hypertension artérielle. 

Les néphrites chroniques hypertensives sont 
rarement observées chez les femmes enceintes (15 
cas sur 300 observations, soit 5%). Les accidents 
toxémiques y sont habituellement d’une extréme 
sévérité et surviennent avec une particuliére fré- 
quence et une trés grande précocité. La néphrite 
chronique, en général connue avant le début de 
la grossesse, entraine le plus souvent au cours du 
deuxiéme trimestre, parfois méme dés le premier 
trimestre de la gestation, des accidents rapidement 
alarmants car, 4 la poussée hypertensive, s associent 
d’importants cedémes, une albuminurie massive et 
une insuffisance rénale trés marquée avec élévation 
rapide de lazotémie. A part Iinstitution d'un 
régime hypoprotidique et désodé, il n’existe aucun 
traitement spécifique. Les risques maternels sont 
parfois tels, et ceci sans aucun espoir de survie de 
Yenfant, que la seule ressource thérapeutique 
consiste 4 arréter la grossesse. : 

Le pronostic foetal est dans ces formes désas- 
treux comme en témoigne notre statistique portant 
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sur 35 grossesses: nous n’avons observé en effet 
que 4 grossesses normales et 5 toxémies légéres, 
alors qu'il y eut par contre 9 toxémies de moyenne 
intensité et 17 toxémies sévéres; il fois seulement 
Yaccouchement eut lieu 4 terme, tandis que se 
produisirent 14 accouchements prématurés et 10 
avortements (dont 2 a titre thérapeutique). Sur 
un total de 35 foetus, 24 foetus étaient mort-nés, 
ce qui entraine mortalité foetale de 68.5%. 


Les néphrites chroniques non hypertensives ont 
un pronostic plus favorable comme en témoignent 
nos 22 observations. Sur un total de 49 grossesses 
(dont 1 gémellaire), nous n’avons observé que 17 
toxémies légéres, 14 toxémies de moyenne intensité 
et 6 toxémies séveres alors que 12 grossesses évo- 
luérent normalement. I] y eut 27 accouchements a 
terme, 16 accouchements prématurés, 3 interven- 
tions césariennes et 3 avortements (dont 1 4 titre 
thérapeutique ). Sur un total de 50 foetus, 41 sont 
nés vivants, il ny eut que 9 mort-nés, soit une 
morti-natalité de 18% (dans notre précédente sta- 
tistique, qui ne groupait que 9 malades, totalisant 
18 grossesses, la morti-natalité atteignait 17%). 


Cette statistique est suffisamment démonstrative 
pour prouver le réle singuliérement aggravant du 
facteur hypertensif pour le pronostic foetal et, en 
Yabsence d’hypertension, le peu de nocivité de 
linsuffisance rénale, Celle-ci ne saurait donc consti- 
tuer une contre-indication 4a Ja poursuite de la 
grossesse: sur 7 malades présentant une insuffisance 
rénale avec protéinurie, sans hypertension et totali- 
sant 20 grossesses, il n'y eut que 3 morts foetales 
(soit 15%) tandis que sur 15 malades proteinuri- 
ques sans insuffisance rénale ni hypertension totali- 
sant 30 grossesses, 6 morts foetales (soit 20% ) ont 
été constatées. 


Les pyélonéphrites chroniques (néphrites ascen- 
dantes): 


Les pyélonéphrites chroniques entrainent sensi- 
blement les mémes complications hypertensives 
et azotémiques que les glomérulonéphrites chroni- 
ques. Elles se présentent d’ailleurs sous un tableau 
clinique analogue. Leur diagnostic ne repose donc 
que sur l’'anamnése retrouvant en général lhistoire 
d'une infection urinaire chronique et surtout sur 
Yurographie intraveineuse et la cystographie ré- 
trograde qui permettent de découvrir des lésions 
des voies excrétrices urinaires: dans 14 de nos cas 
sur 16, lurographie a pu étre pratiquée en dehors 
de toute gestation; le pyélogramme sest toujours 
montré pathologique: 5 pyélites chroniques, 5 
hydronéphroses et 4 atrophies rénales. 

L’analyse de nos 16 observations totalisant 41 
grossesses confirme l’influence aggravante des pyé- 
lonéphrites chroniques hypertensives sur Yévolution 
de la gestation: 13 fois seulement la grossesse a 
évolué normalement; il y eut 15 toxémies de 
moyenne intensité et 13 toxémies sévéres. L’ac- 
couchement est survenu a terme dans 19 cas, alors 
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que 18 fois il fut prématuré et que 4 fois survint 
un avortement (dont 2 a titre thérapeutique). Le 
pronostic foetal, bien que sévére, lest cependant 
moins, semble-t-il, qu’en cas de glomérulonéphrite 
hypertensive: il y eut 16 foetus mort-nés, soit une 
morti-natalité de 39%. 


Les glomérulonéphrites aigués et les néphroses 

lipoidiques: 

Il sagit la déventualités extrémement rares au 
cours de la grossesse, mais faciles 4 séparer du 
cadre des toxémies proprement gravidiques. 

L’évolution de la grossesse est ici imprévisible, 
les lésions rénales pouvant subir une aggravation 
notable et la mort du foetus pouvant ¢tre observée. 
A Yopposé, la néphropathie peut ne pas retentir 
sur l'évolution de la grossesse ou, méme si la lésion 
réenale saggrave, la grossesse peut se terminer 
favorablement: nous avons observé cette derniere 
et heureuse éventualité dans 3 cas de syndrome 
néphrotique pur donc sans hypertension perma- 
nente et dans 1 cas de glomérulonéphrite aigué 
en cours de gestation. 


Les anomalies rénales congénitales: 


Les anomalies rénales congénitales retentissent 
de facon trés variable sur lévolution de la gravi- 
dité. Si Tanomalie s'accompagne d’hypertension 
artérielle, les accidents gravidiques peuvent étre 
extrémement sévéres: il en fut ainsi dans un cas 
de reins polykystiques. Par contre, si l'anomalie 
rénale consiste en une hypoplasie rénale, n‘en- 
trainant qu'une hyperazotémie isolée, le pronostic 
foetal est beaucoup moins redoutable: dans 2 
cas récemment étudiés, nous avons pu suffisamment 
prolonger la grossesse pour qu'une césarienne, au 
début du neuviéme mois, ait pu donner naissance 
a deux foetus hypotrophiques, mais vivants et 
normalement constitués, 


III. Les ToxEmies GrAvVIDIQUES RECIDIVANTES 

Les toxémies gravidiques récidivantes, bien que 
rarement observées (19 cas sur un total de 300 
observations, soit 6%), constituent une forme 
clinique tres particuliére. 

A quelques nuances pres, la symptomatologie 
de la toxémie récidivante est identique a celle de 
rhypertension artérielle permanente au cours de 
la grossesse. Son apparition est précoce, se faisant 
en général au cours du deuxieme trimestre de la 
gestation. La symptomatologie est constituée par 
lassociation dune élévation tensionnelle légére, 
mais stable et peu influencée par le repos, le 
régime et les médications, et d’une albuminurie 
quasi constante et en regle inférieure a 1 g. p. 
1,000; les cedémes sont par contre plus inconstants 
et toujours modérés. Ainsi se trouve réalisé le plus 
souvent le tableau d'une toxémie de moyenne 
intensité, que nous avons observé 23 fois sur un 
total de 49 grossesses, alors que nous n’avons 
constaté que 13 toxémies sévéres, 11 toxémies 
légeres et seulement 2 grossesses normales. 
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En dépit de leur apparence relativement anodine, 
les toxémies gravidiques récidivantes, bénignes 
pour la mére, sont d'un pronostic particuliérement 
sombre pour l’enfant. Elles se renouvellent presque 
immanquablement lors des grossesses ultérieures 
et ont tendance 4 se compliquer. Les hématomes 
rétro-placentaires sont ici spécialement fréquents; 
les accouchements prématurés sont la régle (30 
accouchements prématurés, dont 3 par césarienne 
et 4 avortements sur un total de 49 grossesses) et 
la mortalité foetale est anormalement élevée: 28 
mort-nés sur un total de 49, soit 57% (notre pré- 
cédente statistique, qui portait sur 32 grossesses, 


_faisait état d'une morti-natalité de 75%). De tels 


faits expliquent la nécessité de ne pas conseiller une 
nouvelle grossesse lorsque plusieurs gestations suc- 
cessives ont entrainé des complications fcetales 
séveres. I] n’existe aucune thérapeutique spécifique 
en cas de toxémie récidivante. 


CONCLUSIONS 


D’aprés nos 300 derniéres observations totalisant 
577 grossesses: La toxémie proprement gravidique 
survient le plus souvent lors de la premiére gros- 
sesse, apparait tardivement, n’offre aucun danger 
réel pour la mére si celle-ci est surveillée et ne 
récidive que trés exceptionnellement lors de gros- 
sesses ultérieures, Le traitement est essentiellement 
préventif. Le régime désodé en est Télément 
majeur. L’apparition de troubles sévéres commande 
l'accouchement immédiat. 

La toxémie surajoutée survient précocement et 
présente un réel danger pour la mére et pour 
lenfant. Cette toxémie surajoutée tient sa gravité 
de lexistence d’une hypertension et récidive en 
général a chaque grossesse. Le traitement peut étre 
préventif (Smithwick ). L’hormonothérapie connait 
ici ses indications essentielles. 

La toxémie récidivante est précoce et présente 
le tableau clinique de la toxémie surajoutée, alors 
que la femme ne montre ni avant, ni apres la 
grossesse aucun signe de tare vasculaire ou rénale. 
La toxémie récidivante offre un danger nul pour 
la mére, considérable pour Tenfant. Le régime 
désodé et le traitement hormonal paraissent ici 
inefficaces. 





AUTOTHERAPY 


Refuse to express a passion, and it dies. Count ten before 
venting your anger, and its occasion seems ridiculous. 
Whistling to keep up courage is no mere figure of speech. 
On the other hand, sit all day in a moping posture, sigh, 
and reply to everything with a dismal voice, and your 
melancholy lingers. There is no more valuable precept in 
moral education than this, as all who have experience know; 
if we wish to conquer undesirable emotional tendencies in 
ourselves, we must assiduously, and in the first instance 
cold-bloodedly, go through the outward movements of those 
contrary dispositions which we prefer to cultivate . . . 
smooth the brow, brighten the eye, contract the dorsal 
rather than the ventral aspect of the frame, and speak 
in a major key, pass the genial remark, and your heart must 
re frigid indeed if it os not gradually thaw!—William 
ames. 
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CARCINOMA OF THE ENDOMETRIUM 


M. G. TOMPKINS, M.D., 
F. J. CONKLIN, M.D. and 
R. B. THOMPSON, M.D., Halifax, N.S. 


IN THE TREATMENT of carcinoma of the endomet- 
rium many avenues of approach are available to 
the physician, but considerable doubt exists as to 
the preferential form of therapy. Many well-recog- 
nized clinics report results which appear conflict- 
ing. The primary attack with x-ray and radium 
alone appears to be inadequate in the majority of 
cases, but some centres still maintain that this form 
of therapy is preferred. It is accepted that one of 
the essential components in any form of therapy 
should be surgery with or without irradiation pre- 
operatively or postoperatively. Kottmeier' believes 
that use of preoperative radium in multiple sources, 
followed in six weeks’ time by surgery and sub- 
sequent deep x-ray and radium, is the procedure 
of choice. On the other hand, McKelvey,’ along 
with many other centres, feels that surgery should 
be the primary form of attack and that it is the 
essential feature in the treatment of carcinoma of 
the body. The total survival rate is better in the 
operative group and was improved as the oper- 
ability rate was increased. Deep x-ray therapy 
offers little. Not only is the tumour relatively radio- 
resistant, but the majority of these individuals are 
obese, and effective doses of irradiation are diffi- 
cult to administer. The use of radium, either as 
single or multiple sources which result in massive 
doses to the endometrium, gives relatively small 
amounts to tumours that have spread beyond the 
superficial endometrium. In a study of material 
McKelvey reports that at least 50% have persistent 
viable tumour at the time of subsequent operation, 
so that in their series preoperative radiation or 
combined deep x-ray therapy and radium has been 
eliminated, and the primary attack is by surgery. 

As to the recurrences, it is felt by this group that 
radium, preoperatively, has little advantage and 
that the use of postoperative radiation, with its 
associated dangers, in the total group, to correct or 
prevent a 10% possible recurrence, is not justified. 
Because of these doubts in our minds, the material 
available to us was reviewed in an effort to 
determine what offered the best possible results 
in our hands. 


CasE MATERIAL AND METHOD 


Our study comprises a review of 223 patients 
(Table I) admitted to the Victoria General Hospi- 
tal in Halifax, from 1937 to 1957, with a diagnosis 
of carcinoma of the endometrium. Of these pa- 
tients 123 were treated more than five years ago, 
27 have had operations elsewhere and were sent 
here for completion of therapy, and 6 were not 
treated. Of the 123 patients treated ‘more than 
five years ago, 72 lived more than five years—a 
survival rate of 58.5%. Two patients cannot be 
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TABLE I.—233 Patients with ENDOMETRIAL CARCINOMA 
SEEN BETWEEN JULY 1937 AND JuLy 1957. 





Patients treated between July 1937 and July 1953.... 123 
PICA OE MIORION.. «ooo och os. oo ho oe ele cede nde 6 
Number alive after five years............... (58.8%) 72 
Patients “lost”? and considered dead ............... Z 
Number who died after five years.................. 12 

CU CMININIINONY, 5g os oof onc Sie bs Dew eke Sur 5 

OOP GUNG CIBCABORS «so. 5 kc 5 oiewe we ccece's Lee 7 
Patients known and well: ...... 0.0. ccs cc cose seve 60 
Patients cured by treatment............... (54.5%) 67 


traced and are considered dead. Of the 72 pa- 
tients who lived more than five years, 12 died 
after that period of time—five from cancer—and 
the others died of causes unassociated with their 
uterine disease. All of these now living are well. 
We may then suppose that 67 of the 123 patients 
with cancer of the endometrium have been cured 
—a cure rate of 54.5%. Of these patients, 94 were 
treated less than five years ago, and of these 75 
are still living, which represents 80% of that total. 
The percentage survival for the respective years is 
tabulated in Table II. 


TABLE I1.—96 Patients with ENDOMETRIAL CARCINOMA 
SEEN BETWEEN JULY 1953 AND JULY 1957. 





NUMBER TREATED: 94 








Year Total Living Per cent 
1953-54 17 13 76.5 (4-year survival) 
1954-55 29 23 79.5 (3-year survival) 
1955-56 , @& 14 70.0 (2-year survival) 

3 (1-year survival) 


1956-57 28 25 89. 


These patients were treated according to varying 
permutations and combinations of a schedule which 
included preoperative radiation, hysterectomy, 
and/or postoperative radiation. Hysterectomy was 
either vaginal or abdominal. Preoperative radiation 
was by radium in all but two cases in which deep 
x-ray therapy was used. Postoperative radiation, 
with radium and deep x-ray therapy or both, was 
used. 


RESULTS 


For assessment of results of our treatment, the 
series of 123 patients treated more than five years 
ago is most susceptible to analysis. 


Preoperative Radiation plus Hysterectomy 


Nineteen (15.5%) of the 123 patients treated 
before 1953 received preoperative radiation, one 
with deep x-ray and the remainder with intra- 
uterine radium, the dosage varying between 3000 
and 6000 mg. hours (see Table III). Fifteen of 
these patients, 79%, lived five years or more. Six- 
teen of these patients had an abdominal hysterec- 
tomy and bilateral salpingo-oophorectomy. Of 
these, 10 received both vaginal radium and x-ray, 
postoperatively. Of this group nine, or 90%, sur- 
vived; three received only vaginal radium post- 
operatively, and two of them lived more than 
five years. The remaining three received no post- 
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TABLE III.—Enpomertriat Carcinoma Group I: 1937-1953: 
123 PaTriENTS—SURVIVAL ACCORDING TO TREATMENT. 





Alive after Per cent 





Total 5 years survival 
Pre-op. radiation plus: 
Abdominal hysterectomy plus: 
Radium and x-ray.......... 10 9 90 
66S wickinie + a:4e-s 3 2 67 
No post-op. radiation....... 3 3 


100 

Vaginal hysterectomy plus: 
Radium and x-ray.......... - — = 
Radium only.............. 1 1 100 
X-ray only 





operative radiation and all of them survived. Three 
patients underwent vaginal hysterectomy and bi- 
lateral salpingo-oophorectomy following radiation. 
One was subsequently treated with vault radium 
and is still living. The other two received deep x-ray 
therapy postoperatively, and both died within five 
years. 


Primary Surgical Attack without Preoperative 
Radiation 


This group comprises 72 women, the largest part 
of the 123 patients treated before 1953 (see Table 
IV). Abdominal hysterectomy was performed in 
45, of whom 40 had bilateral salpingo-oophorec- 
tomy. Vaginal hysterectomy was performed in 27 
and of these 17 had bilateral salpingo-oophorec- 
tomy. Of these women, 48, or 66.7%, lived five 
years or more. Of the 45 women who had abdomi- 
nal hysterectomies, 13 had subsequent combined va- 
ginal radium and deep x-radiation, and 8, or 61.5%, 
lived five years. Of the 45, 25 had postoperative 
deep x-ray therapy only, and 16, or 64%, survived 
five years. The remaining seven patients received 
no radiation at any time and only three of these, 
43%, lived five. years. This group of seven, how- 
ever, includes both the postoperative deaths found 
in the entire series, which accounts for 29% of the 
deaths in the group. Of the five patients who did 
not have bilateral salpingo-oophorectomy, three 
lived more than five years and the remaining two 


TABLE IV.—1937-1953: 123 Patients TREATED—continued. 





Alive after Per cent 











Total 65 years survival 
No pre-op. radiation: 
Abdominal hysterectomy plus: 
Radium and x-ray.......... 13 8 61.5 
27 /45 = 60% 
ES — — se 
| TOES PE CTT Te 25 16 64.4 
No post-op. radiation....... 7/45 3/27 43 .0/60 
Vaginal hysterectomy plus: 
Radium and x-ray.......... 10 9 90 
21/27 =78% : 
FPR CT — — — 
ES Gh a pedies + he's 14 10 71.5 
No post-op. radiation....... 3/27 2/21 66.7/78 
72 48 66.7 
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were in a far-advanced stage when operated upon. 
Of the 27 women treated first by vaginal hysterec- 
tomy, 10 received postoperative vaginal radium 
and deep x-ray therapy, and 9 survived. Fourteen 
had subsequent deep x-radiation only and 10 of 
them, 71.5%, lived more than five years. Two of 
the four who died had had hysterectomy only, 
without salpingo-oophorectomy. Three patients had 
no treatment other than vaginal hysterectomy, and 
two of these, or 66.7%, are living and well. 


Radiotherapy Only 


Before 1953, 32 women were treated by means of 


‘radiotherapy only (Table V). This group is heavily 


loaded with patients whose disease was so far 
advanced, when they were first seen, that surgical 
treatment seemed inadvisable or useless. Of the 
entire group only 9, or 28%, lived more than five 
years. Nineteen of these women received both 
radium and deep x-radiation; 4 of them survived, 
21%; 6 received radium only and 3 of them (50% ) 
lived more than five years. Seven were treated by 
x-ray only, and 2, or 28.6%, lived. 





TABLE V.—1937-1953: 123 Patients TREATED—continued. 


Alive after Per cent 








Total 5 years survival 
Radiation only: 
Radium and x-ray.......... 19 4 21.0 
8/37 =28% 
NT sa ketnesannes 6 3 50 
RES i i reteke ta onnws 7 2 28.6 
32 9 28 


From the survival figures in these three groups 
of patients it is evident that preoperative radio- 
therapy offers roughly a 15% improvement in sur- 
vival over primary surgery (Table VI). Radiation 
alone must be considered to have only palliative 
value. Of the patients who were treated by surgery 


TABLE VI. 
91 PaTiENTs TREATED SURGICALLY BEFORE 1953. 


Total 5-year 











Operation cases survival Per cent 
After radiation: 
Abdominal hyst............ 16 14 87.5 
icc ksievawn ees 3 1 33.3 
a rai ee ea ke baie 19 15 79.0 
Without radiation: 
Abdominal hyst............ 45 27 60 
NS ii piven w ees 27 21 78 
ND orden wea ewes 72 48 66.7 


without preliminary x-ray, those who had vaginal 
hysterectomies showed a definite improvement in 
survival rate, 78, or 60%. This may well be assoc- 
iated with the fact that vaginal hysterectomy is 
often performed on women with unsuspected and 
therefore early carcinoma. 
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Operability 


Of 223 patients, 47 were not treated surgically, 
which represents 21% of the total (Table VII). 
From 1937 to 1953, 36 patients of 127 seen, 28.4%, 
did not have operations. From 1953 to 1957, 11 of 
the 96 patients seen, 12.5%, were not operated 


TABLE VII. 
ENDOMETRIAL CARCINOMA: CAUSES OF INOPERABILITY. 


' Total ‘since 1953 
ainda a wigan ve WR 12 





] 
Disease far-advanced when first seen..... . 11 7 
Medical contraindications............... 8 — 
Death during preliminary radiation... ... . 5 — 
oS ree 4 1 
Extreme age and obesity with low-grade 
ee ages Wow soxkins 1 
Other disease prevented................. 2 _— 
eS 1 — 
Peritonitis with abscess. ................ 1 1 


upon. In 12 cases no reason was given for with- 
holding surgery. Six of these were unexplainable 
by chart review, but in the other six cases, age and 
general debility seemed the likely reason. The 
causes of inoperability in the other 35 cases are 


TABLE VIII.—CarcinoMA OF THE ENDOMETRIUM—RELATION OF SURVIVAL TO EXTENT OF SPREAD. 
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group of whom 18 (78%) lived more than five 
years. In a further 70 cases the cancer involved 
the myometrium. Of these, 57 (81.5%) are still 
alive. Of the 34 members of this group seen more 
than five years ago, 29 (85%) lived longer than 
five years. Spread beyond these limits was much 
less frequent but occurred to the cervix in 7 pa- 
tients, to the ovary in 8, to the peritoneum in 7 
and to distant sites in 12. All of these cases were 
associated with a greatly diminished survival rate, 
from 50 to 0. In the remaining cases the original 
extent could not be determined from the patho- 
logical description. An effort was made to correlate 
the original extent with the extent of life after first 
treatment. The findings were conclusive and 
showed that most deaths occurred in the first two 
years. 


Recurrence 


Among our 217 treated patients, carcinoma re- 
curred in 30 (13.8% ). This development was most 
closely associated with the extent of the tumour 
when the patient was first seen. Where the tumour 
was confined to the endometrium at the time of 





Co nfined 


















































Spread ; Spread Spread Perito- Distant 
to into down to neal metast- Not 
endomet. myomet. cervix ovary spread asis listed 
Totaleasss = 62 70 rr *,. f  @ 87 
Living 5G 90% = S7—81.5% 228% 4.50%  3-48% 0 ° 25-44% — 
Cases seen before 1953 a? 23 he 34 , : 6 _ 4 - 5 re 7 48 
Five-year survival 18—78% 29-85% 1—16.7% 4 250% on 120% _ 0 i 20-+3- -48% 
Year after treatment in which + . Oo re 7 / i 
death occurred 
Ist 12 2 2 8. . Ws 
ond —) - - 5 _ ] / 2. : 1 a : 1 8 
3rd - 7 rr ee 
4th . 7 1 ee a 
4th a ae - _ - + ses 


listed in Table VII. Since 1953, no patient has 
been refused surgery because of medical contra- 
indications. As would be expected, the mortality 
figures for the group not operated upon would be 
high. Of the 36 in this group seen before 1953, 
only 8 survived five years and 3 of these eventu- 
ally succumbed to their disease. Of the 11 patients 
seen since 1953, only 3 are still living. 


Pathology Findings 


The extent of the original lesion at the time of 
operation is the one factor of all those studies most 
closely linked to survival. In 62 patients the tumour 
at the time was limited to the endometrium (Table 
VIII). Of these, 23 had been seen before 1953, a 


operation, recurrence developed in only 9.7% of 
the group, 6 patients out of 62. Of the 70 patients 
whose neoplasm had extended into the myomet- 
rium, 9, or 12%, subsequently suffered recurrence. 
Further extension was associated with still greater 
evidence of recurrence as illustrated in Table IX. 
Recurrence in distant organs is distributed very 
evenly. Secondary attack involved lung and lumbo- 
sacral spines, as well as the liver and the abdominal 
wall. Two patients suffered invasion of the inguinal 
nodes. 


Note: For the purpose of this discussion the term 
“recurrence” refers to a lesion discovered in pa- 
tients after apparent satisfactory response to initial 
therapy. 
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TABLE IX.—CarcinoMA OF THE ENDOMETRIUM: RELATIONSHIP OF FREQUENCY AND SITE OF RECURRENCE TO ORIGINAL 
PATHOLOGICAL EXTENT. 
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Site of recurrence 


















































Patients — ——— — 
Patients with Inguinal 
in group recurrence " Vault Vagina nodes Distant 
Confined to endometrium 62 6 : 9.7 a 2 / 1 1 2 rv 
Spread into myometrium 7 70 nits 9 on 12.8 : . 4 sn 1 4 
Spread down cervix - 7 2 28. 6 ; : 1 ” 1 
Spread to ovary ae 8 = 4 3 37.5 7 : : 3 : 
Peritoneal spread a 7 yy iy i / : : 1 
Distant metastases 12 o 7 - / : os 7 
Not listed 7 / | “BT Pee 9 6. ; i. + 1 aces 1 __ 
Total | 238 30 | 5 8 4 2 6 


Relation of recurrence to initial therapy.—Neither 
the site nor the frequency of recurrence bore signifi- 
cant relationship to the initial treatment (Table X). 
There was a tendency to less frequent metastases 
when an operation was preceded by radiotherapy, 
but our figures are too small to be conclusive. 
Similarly, vaginal hysterectomy seemed to be as- 
sociated with a diminished rate of recurrence in 
the group without preoperative radiation, but, 
again, our figures do not warrant a firm conclusion. 














that earlier diagnosis is the surest means of increas- 
ing survival. The first step must be taken by the 
patient, and the first link in the chain leading to 
cure seems to be the weakest. Three years and one 
year were frequent phrases among those cases re- 
corded describing the onset of symptoms. Some- 
times the patient came to her doctor in reasonable 
time—only to meet delay there. This happened in 
13 cases in our series, or 6%. The subsequent 
delay varied from two weeks to 20 months, and 


TABLE X.—CaRrcINoMA OF THE ENDOMETRIUM—RECURRENCE: RELATION TO INITIAL THERAPY. 








Site of recurrence Total Total in 
——_______________—_—————__ with treatment q 

Vault Vag. Ing. nodes Dist. recurr. group recurr. 
Pre-op. radiation ABD. 1 1 3 6 47 12.8 7/54 
plus ——_—---—-—_-—_—— ——- ——— ———__—- —_— 
hysterectomy VAG. 0 1 0 1 7 14.6 13% 
Hysterectomy ABD. 5 1 7 14 75 18.7 18/121 
without —_—-—___ ————_—______——- — — 
previous radiation VAG. I 0 3 4 46 8.7 15% 


Out of 21 patients with recurrence, who had been 
treated initially more than five years ago, 5, or 
20%, are still living and apparently well. One died 
of unrelated disease after apparent successful con- 
trol of the recurrence. Recurrences were treated by 
vaginal radium or x-ray, or both. One patient 
underwent inguinal lymph adenectomy as well. 
Delay in diagnosis.—It is evident from the fore- 
going and in particular from the relationships be- 
tween advanced spread of tumour and the associ- 
ated increased rate of recurrence and mortality, 


TABLE XI. 





Reason for delay No. cases 
Polyp removed... ... 2.25.0. ssccccecessceccceses 2 
Deep mony: BLU.B...........0-0cecccercerveseces 1 
Hormonal therapy ‘‘menopause”’...............-. 1 
LEE OCS LE PSEC E TTR TE CETTE 3 
Missed, despite pelvic examination by local doctor. . 2 
Missed, despite pelvic examination by V.G.H. staff 3 
Ne se idl eos e eee eee hie en s's La 





frequently this time was occupied by various types 
of ineffective treatment (Table XI). In two cases 
delay resulted from difficulties in arriving at a 
diagnosis from a pathological examination; in one 
a diagnosis of benign was subsequently changed 
to malignant. Curettage had to be repeated 
to confirm a doubtful diagnosis, causing a delay 
of two months. Adequate pelvic examination, at 
the first visit, was performed in five of the cases 
where delay followed. In these, no pelvic lesion 
was described or found, and in the other two a 
diagnosis of senile vaginitis was made and treat- 
ment for that condition was carried out during the 
delay period. Delay on the part of the patient is 
being attacked by lay education. If delay by the 
physician is to be eradicated, every woman with 
irregular bleeding, and certainly with postmeno- 
pausal bleeding, should have a complete examina- 
tion, including dilatation and curettage. Polypi or 
senile vaginitis must not bear the blame for such 
bleeding without complete investigation. 
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Associated Diseases 


Of the 223 patients, 93 or 41.67% were described 
as obese: 91 (40.7%) of them had hypertension 
and 21 had clinical diabetes. Nine others were con- 
sidered to be pre-diabetic—a total.of 13.6% with 
diabetic involvement. This is consistent with find- 
ings in other series. Fibromyomas were present in 
49 cases (22%) of the total group. Other associated 
diseases are listed in Table XII. 


% of 223 
re ee ee a ea ea at a 93 — 41.6 
I ed ei ieeels aid 91 — 40.7 
NIT Reg io ps NL Seem Lr ethene ar cation 21 — 9.4 
NER RISIMEYSOR Fag nee zap ar beeen rer ocran mC Amee 49 — 22.0 
Re ai tb Ee a lath cle ald 12 — 5.4 
I a. coke ed SM Scat erie eS fovea he lal wie 8 — 3.6 
NS Sc Siac) s. Giake Hoc ha biel g Cvecerart th 6 elo 9— 4.0 
Other hormonal disease...................---. 6— 2.7 


DIscussION 


From our material, although the figures are not 
large, it would appear that the preferential form of 
treatment of carcinoma of the body of the uterus 
would be preliminary irradiation with single or 
multiple-source radium application, followed in 
six weeks by total abdominal hysterectomy and 
bilateral salpingo-oophorectomy. The universal 
treatment of all patients with radium at the vault, 
after surgery to prevent vaginal recurrence, is 
questionable. This we feel has several disadvant- 
ages. In elderly people the use of radium, at the 
vault or in the total length of the vagina to prevent 
recurrence, will result in scarring and eventual 
closure. This will further delay a diagnosis of re- 
currence and also will prevent adequate treatment 
once the diagnosis is made. It is felt, again, 
although our material does not clearly point the 
way, that recurrence is associated with extent of 
the original lesion. Where tumour has extended 
and invaded the cervix, then vaginal and vault 
recurrences are more likely. In this group 
total survival appeared to be in the vicinity of 
17%, contrary to the other figures noted. Post- 
operative irradiation appeared to do little to in- 
crease this salvage or to prevent subsequent re- 
currence. We are of the opinion that more adequate 
preoperative study should take place in order to 
define as closely as possible the extent of the lesion 
at the time of treatment. It is evident from the 
material that a goodly number of these people 
received surgical attack without a definite diag- 
nosis, and also that extent beyond the endometrium 
and proximal myometrium was not attacked dif- 
ferently from minimal disease: it is only in this 
group that adequate cures were obtained. It is our 
feeling that, when the disease process has. extended 
to the cervix, more complete surgical attack should 
be employed, or that in the preliminary treatment 
with radium, efforts should be made to counteract 
these difficulties. Therefore, all patients suspected 
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of having carcinoma of the endometrium, indeed 
all patients with postmenopausal bleeding whether 
explainable conditions exist or not, should first 
of all be subjected to a differential curettement. By 
this we mean that the endocervical canal is curetted 
as a separate specimen, followed by curettement 
of the body of the uterus, and if suspicious lesions 
exist in the cervix itself, then the latter should 
undergo adequate biopsy. After complete study of 
this material and the establishment of a definite 
diagnosis, radium should be placed in the uterus, 
either as a single or multiple tandom, the latter 
being preferential. If the material studies show evi- 
dence of invasion of the cervical canal or of the 
cervix itself; then more extensive therapy should 
be included. This would consist of vaginal portals 
somewhat similar to those used in carcinoma of the 
cervix. If this is not used, then at the time of oper- 
ation a more radical dissection, in the form of a 
Wertheim-like procedure, should be carried out 
to remove the parametrium and upper one-third 
of the vagina. This procedure requires a prolonged 
hospital stay and two anesthetics, with their in- 
herent hazards, but it is our feeling that these 
risks are justified by the increased salvage so ob- 
tained. 


CONCLUSIONS 


In our hands preferential therapy consists of 
preoperative use of radium in multiple or single 
tandoms, followed by complete surgery in six weeks’ 
time. 


All patients with postmenopausal bleeding, re- 
gardless of the source, should receive complete and 
adequate diagnostic procedures before any therapy 
is carried out. 


The cure rates of this disease process are closely 
connected to the extent of the disease at the time 
of initial therapy, and, therefore, every possible 
method should be used in an effort, both on the 
part of the patient and the physician, to encourage 
early diagnosis. 
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RESUME 


Dans le traitement du carcinome de Ilendométre les 
auteurs de cet article recommandent la curiethérapie pré- 
opératoire suivie d’exérése compléte six semaines plus tard. 
Dans _ tous les cas de saignement post-ménopausique la 
malade doit subir un examen rigoureux dans lequel seront 
employés tous les moyens diagnostiques nécessaires avant 
dentreprendre quelque forme de thérapie. Les taux de 
guérisons de cette affection sont en raison inverse de 
rétendue de la lésion au moment ow la thérapie est entre- 
prise. Il importe donc de ne rien négliger pour arriver 4 un 
diagnostic précoce afin d’obtenir le plus grand nombre de 
guérisons possible. 
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RATHBUN: Porson ContTROoL CENTRE 


TWO YEARS’ EXPERIENCE IN A 
POISON CONTROL CENTRE* 


J. C. RATHBUN, F.R.C.P.[C.],t London, Ont. 


POISONING CONTINUES to play an important and 
preventable role in accidental death in Canada 
despite efforts to reduce this.1 In 1953 the first 
Poison Control Centre was started in Chicago, 
sponsored by the American Academy of Pediatrics, 
and in 1957 the Food and Drug Division of the 
Department of National Health and Welfare, with 
the co-operation of the Canadian Pediatric Society, 
instituted the first organized attack on the problem 
in Canada. Poison Control Centres were established 
across Canada and these have grown from four in 
the first year to over fifty at the present time. These 
centres have stimulated public awareness and pro- 
vided information for practising physicians. Despite 
their efforts, poisoning still ranks fifth among acci- 
dental deaths, after those resulting from motor 
vehicles, falls, drowning and fire. While 76% of 
cases of poisoning occur in children, only 12% of 
the deaths are in persons under the age of 16 years. 
Furthermore, most deaths from poisoning in adults 
are due to utility gas, motor vehicle exhaust and 
barbiturates, which suggests that suicidal intent 
plays a large part in the older age group. Such 
cases pose a problem for the sociologist and the 
psychiatrist. What, then, is the task for the pedia- 
trician? 

In Canada there were 328 deaths from poisoning 
in 1956, and 313 in 1957. Of these 641 deaths only 
82 were of children under the age of 16 years, but 
for each death it is estimated that 250 cases of 
poisoning were treated. With nearly fifty Poison 
Control Centres reporting, notification is received 
of 500 cases a month, and it is estimated that the 
present centres assist in treatment of nearly half of 
the poisoning cases in Canada. Their role is two- 
fold: prevention of morbidity with permanent dis- 
ability, and reduction of mortality. In view of the 
rapid development of new insecticides and pesti- 
cides, some of which are extremely dangerous to 
humans,’ the importance of Poison Control Centres 
for information concerning antidotes and treatment 
cannot be underestimated. 


As there are available at the present time 
quarterly reports from the Food and Drug Division* 
that cover superficially two years’ experience of the 
centres in Canada, it would appear timely to review 
these and our own local experience. 


ReEsutts OF REVIEW 


During this time, 7081 cases of poisoning were 
reported. Of these 58.4% were the result of drugs 
usually prescribed by a doctor; 41.6% were caused 





*From the Poison Control Centre, Victoria and War Memorial 
Children’s Hospitals, London, Ontario, and the Department 
of Pediatrics, University of Western Ontario. 

+Chairman, Accident Prevention Committee, Canadian Peedi- 
atric Society. 
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TABLE I.—Leapinc Causes or Porsonrinc In CANADA, 


JuLy 1, 1957 To JUNE 30, 1959 





% % total 
_ Cases porsonings © 
Drugs 
Ac etylsalic lic cc Daal 1757 24.8 
Phenolphthalein................. 329 4.6 
NN oath iin wb oh Garni a 241 3.4 
Ee 119 1.7 
2446 34.5% 
Household chemicals 
SR are ean 230 3.2 
I a ch ar eaten ine 170 2.4 
Furniture polish................. 152 2.1 
eee 128 1.8 
680 9.5% 


by substances classified as household chemicals. 
The results of analysis of these reports are shown in 
Table I. These figures clearly demonstrate that the 
bulk of poisonings are the results of a few sub- 
stances—3126 cases or 44% being the effect of only 
eight groups of chemicals. 


At the London Poison Control Centre during the 
calendar years 1958 and 1959, the figures were 
remarkably similar to the Canadian statistics, as can 
be seen in Table II. 


TABLE II.—Leapinc Causes or Porsoninc 1n LonpoN, 
1958 - 1959 INCLUSIVE 














- % total 
Cases  poisonings 
Dr ugs 
Ac etylsalicylic NC is cae a eee 57 17.6 
ua iik an ee sou A 33 10.2 
Phenolphthalein................. 12 3.7 
NS iitiigk ne wa waene as 8 2.5 
110 34.0% 
Household chemicals 
eee date wnges 65s 11 3.4 
ea Gi esd ay grass 7 2.2 
IIR cn vnsasssieevees 6 1.9 
bila ise Secdaewdied «% 5 1.5 
29 9.0% 


During the two-year period 1958-1959, 324 cases 
of poisoning were treated in this centre. Of these, 
79 were adults, while 245 (76%) were children 
under 16 years. As might be expected, the majority 
of cases were in boys; there were 135 boys and 110 
girls. As shown in Table II, the materials responsi- 
ble differed little in frequency from the national 
average, but it is interesting that through the last 
ten years barbiturates have consistently been a 
commoner poison in the London area than in the 
rest of the country. 


Seasonal Incidence 


Study of the monthly incidence of poisoning in 
children in the London area reveals an interesting 
pair of peaks in March and December (Fig. 1). 
These peaks do not correspond with the seasonal 
incidence of poisoning fatalities, which is mainly in 
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1958 e——* = 120 cases 


1959 o------0--@ © 125 CASES 
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Fig. 1 
Seasonal Incidence 
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adults and highest in January. One presumes that 
this is the result of the variable weather which we 
experience at Christmastime and in March when 
the spring break-up tends to induce the mother to 
keep her child inside. 


Daily Incidence 


The times of the day when poisonings occur are 
shown in Fig. 2. Slightly more than one-third 
were between 9 a.m. and 12 noon, with the peak 
hour at 10 a.m. (when the mother is busiest with 
her housework). There is a secondary peak at 5 p.m. 
(when the pre-supper bustle gives the children 
another opportunity to poison themselves). 


Age Incidence 


Of poisonings under 16 years of age 80% are in 
persons between one and three years, with a very 
sharp peak at two years (Fig. 3) when the child 
is mobile and inquisitive. This figure re-emphasizes 
how frequently parents underestimate the ability 
of the two-year-old to get into trouble, and the 
necessity for almost total parental protection at this 
age* 


Household Danger Areas 


Poisoning can occur anywhere in the home 
environment, but several areas are consistent 
trouble spots in all surveys. These are outlined in 
Table III. The bathroom or kitchen was the area 
in 66.3%. The careless storage of drugs and house- 
hold chemicals in unlocked cupboards is un- 
doubtedly a responsible factor. Until parents are 
made aware of these risks, poisonings will. con- 
tinue. 


TABLE III.—Gerocrapuic LocaTIon OF PoISONINGS 
IN THE HoME 








Location f Cases % 
BOGFOOMN:..... 6 ois cose ce cesvenvscoeeaie 27 33.8 
WME Sooo oo is 5 ew écesiab as nl Bre cre miwre ee Be 26 32.9 
No cds odin Gdy ode Relea tne 10 12.5 
RUNNIN 52 ind ain dk O wichiantaie ss ieseoah th Owes 9 18.3 
RING ROBIE igor Sede eles wine wi wd ws oece ae tit 8 9.9 
80 100% 


Insecticides and Rodenticides 


Because of the increasing danger to mankind 
from insecticides and rodenticides, poisonings from 
these agents were compared with the whole group 
(Table IV). While only 8% were due to these two 
types of poisons, their importance is much greater 
than that of most substances because of the poten- 
tially lethal result and, in many instances, absence 
of. suitable antidotes. The organic phosphates are 
extremely toxic, and attention is drawn to the value 
of pyridine - 2 aldoxime methiodide (P.A.M.) as an 
antidote.> That there were 18 cases of insecticide or 
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TABLE IV.—ReE ative INCIDENCE OF CERTAIN TYPES 


oF PoIsoNs 


Poison Cases % 

RE in ei ieirns. cucu pecuuda deena 127 51.8 
Household chemicals...................- 79 $2.2 
re ne Ia es a ane 11 4.5 
ES IO er ere re 7 2.9 
Ne a a oe a alg 6 2.4 
SS ena rer eee me 15 6.2 





245 100% 


rodenticide poisoning in this small series indicates 
clearly their availability in the home. 


Hospital Care 


During this period, 72 persons required hospital 
care. Of these only one died, in the emergency 
department, of poisoning from unknown chemicals. 
It is interesting to note that of the 72 hospital cases, 
only 30% were processed by the centre. This 
suggests that seriously ill patients are removed 
directly to hospital and as a rule the director of the 
centre is consulted by telephone. 


DISCUSSION 


What have the Poison Control Centres provided 
for the medical profession and the general public? 
The most important contribution has been in 
making available the names of chemicals contained 
in various patent medicines listed by the Food and 
Drug Division in their 6000-card file system. This 
has enabled the practitioners of Canada, for the 
first time, to know whether various patent medicines 
and household remedies contain poisonous ingre- 
dients. This alone might be sufficient to justify the 
program. However, in addition, many of the pro- 
fession have been stimulated to take an interest in 
the problem. This has resulted in the Centres’ 
taking an active part in publicity and education 
directed at both doctors and the public. Speakers 
have used all types of media to spread the message 
of parental protection. Home and school associa- 
tions are now actively participating in this work. 
It is hoped in this way to reduce the morbidity due 
to poisoning. 


CONCLUSIONS 


1. Poison Control Centres have collected valuable 
information in the past two years which helps 
doctors to understand the poisoning problem and 
to treat patients. 

2. Children two years of age are most likely to be 
involved in poisoning accidents between 9 a.m. 
and noon in the months of December or March. 

3. Careless management of drugs and household 
chemicals causes serious results. As the former are 
prescribed by physicians, more care must be exer- 
cised to prescribe minimal amounts. Drugs and 
chemicals should be kept in a locked cupboard. 

4. The main role of the Poison Control Centre is 
to advise the public of the dangers of poisoning. 


' 2. United States, U.S. 
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Only in this way can the tremendous morbidity be 
reduced. 

5. A careful statistical study of the Poison Control 
Centres’ reports already in the hands of the Food 
and Drug Division would seem worth while. 


The author acknowledges gratefully the assistance of Dr. 
Louis Balogh in obtaining the tables used above from the 
large file of information compiled by the London Poison 
Control Centre. All follow-up calls were made by the 
Nursing Staff of the Department of Health of the City of 
London, whose detailed reports are greatly appreciated. 
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RESUME 


Au cours d’une synthése des résultats obtenus aprés deux 
ans d’expérience dans un centre de détoxication ]’auteur 
prétend que ces institutions ont beaucoup contribué a 
renseigner les médecins dans le domaine de la toxicologie. 
Les enfants de deux ans semblent étre les plus fréquentes 
victimes d’empoisonnement et le plus grand nombre de ces 
accidents s'est vu entre 9 heures et midi dans les mois de 
décembre et de mars. La plupart du temps la négligence 
est impliquée comme cause de ces empoisonnements. 
L’auteur recommande aux médecins de ne prescrire que la 
plus petite quantité possible de médicaments afin que le 
malade ne soit pas porté a conserver les remédes qui lui 
restent une fois guéri et qui risquent de devenir un es 
pour les enfants. I] insiste sur importance de cons‘ rver les 
médicaments et les produits chimiques sous clé dans une 
armoire. Une des taches les plus importantes de ces centres 
de détoxication est l'éducation du public en matiére d’em- 
poisonnement. 





HEALTH SERVICE ESTIMATES 


The estimated gross total cost of the National Health 
Service in England, Wales and Scotland in 1960-61 is 
£ 746,013,750, compared with £718,002,260 in 1959-60— 
an increase of £28,011,490. Appropriations-in-aid are esti- 
mated at £162,508,415, compared with £ 155,260,605 in 
1959-60; and thus the net cost is set at £583,505,335, 
compared with £562,741,655—an increase of £ 20,763,680. 
The cost of the hospital, specialist, and ancillary services is 
estimated at £502,166,540, compared with £ 482,892,170. 
Under this heading advances to boards’ capital accounts 
are estimated at £28,550,000 (an increase of £4,350,000 
over the total in 1959-60) and to boards’ revenue accounts 
at £458,537,000 (an increase of £15,336,855). The cost 
of the general medical, dental, pharmaceutical, and supple- 
mentary ophthalmic services is estimated at £ 216,194,060, 
compared with £ 208,514,895 in 1959-60, Under this head- 
ing the estimated cost of general medical services is in- 
creased over that in 1959-60 by £3,417,000 to £78,067,000, 
that of the pharmaceutical services by £1,287,000 to 
£74,622,000, and that of the general dental services by 
£ 2,599,000 to £47,400,000.—Civil Estimates 1960-61. Class 
V: Health, Housing, and Local Government. H.M. Stationery 
Office, London. 
















Canad. M. A. J. 
Aug. 27, 1960, voi. 83 


THE ROLE OF GENERAL PRACTICE 
IN MEDICAL EDUCATION* 


ALEXANDER ROBERTSON, M.B., D.P.H.,t 
Saskatoon, Sask. 


Dr. Robertson opened his address with a tribute 
to Emeritus Professor F. A. E, Crew, Professor of 
Social Medicine in Edinburgh in 1949, under 
whom he began his medical work as a Research 
Fellow. In the newly established General Practice 
Teaching Unit he also worked under Dr, Richard 
Scott, who was a Foundation Member of the 
British come of General Practitioners, For five 
years, Dr. Robertson carried out a general practice 
in one of the slum areas of Edinburgh; in 1954 
he went to work at the London School of Hygiene 
under Professor James Mackintosh, who was Pro- 
fessor of Public Health in the University of London 
and also a Founding Member of the Screening 
Committee of the College of General Practitioners. 
In this paper he draws certain parallels between 
the family doctor, the public health officer, and 
the teac of social medicine in the medical 
school.—Ep. 


THE FAMILY doctor is the community doctor for 
the smallest and most important of all com- 
munities—the human family. The things which 
distinguish him from his colleagues in the other 
specialties of medicine are primarily those which 
are concerned with his comprehensive responsi- 
bilities to the individual as a member of a family 
and as a member of a community, The fact that 
he uses many different techniques, drawn from 
many different specialties, in the daily exercise of 
his profession is of interest and of some importance. 

The fact that he is the only person with a com- 
plete and continuing over-view of the patient in 
sickness and in health, that he acts, and is the only 
person who can act, as the link between the 
highly technical specialties of modern medicine 
and the anxious person: and the fact that he alone 
is in a state of continuing accessibility to his pa- 
tient, developing over an unusually long-continu- 
ing relationship a degree of familiarity which no 
other workers in the field of health can equal, 
make him indeed what Richard Scott has called 
“the conductor of the orchestra of medical care”. 
These things, too, give him uniquely and in truth 
that role as guide, philosopher and friend of which 
he is so rightly proud. 

While I fully realize that I am to some extent 
talking about an idealized general practitioner, 
_and while I realize very well the limitations and 
difficulties of the city practitioner in particular, in 
achieving this type of relationship with all of his 
patients, I do not forget that this kind of relation- 
ship is something vital, essential, and desirable to 
every patient. : 

I do not believe that, just because many pa- 
tients are inclined to seek medical care from a 
wide variety of different specialists, the public 
as a whole is any less anxious in the cities of 


*Address to the Fourth National Scientific Corfvention of 
the College of General Practice (Medicine) of Canada, 
Montreal, March 1, 1960, with some omissions. 


+Professor of Social and Preventive Medicine, University of 
Saskatchewan. 
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eastern Canada than they are in the rural com- 
munities of Saskatchewan (or for that matter, 
in the British National Health Service) to have 
one person in the health field to whom they can . 
turn as their family’s principal medical adviser, 
one individual who will look after 85% or more 
of their medical needs personally; who will guide 
and lead them through the maze of offered speci- 
alties and will interpret to them the activities 
of cardiologists, neurologists, urologists, public 
health nurses, social workers and all the other 
members of the complex health team of today. 

The public health officer is to the community 
at large what the general practitioner is to the 
family. With his trained team of specialists in 
environmental control, public health nursing, in- 
fectious disease and so forth, he provides for the 
community a protective service in the interests of 
promoting their health. Much of what he does, 
indeed, is done as a consultant to the family 
doctors: many of his services, as I see them today, 
should properly be of the kind which he “puts at 
the disposal” of the family doctor in the interests 
of their common public. He must also interpret 
to the community trends in the public health, new 
threats and new ways to tackle them. He acts to 
the local community leaders as does the general 
practitioner to the head of the family: as adviser, 
interpreter and guide in matters of health. 

In the academic setting of the medical school, 
the teacher of social medicine must act for the 
medical student in very much the same way. 

The teachers of social medicine must help, in 
close collaboration with their clinical colleagues, 
to let the student see the teaching which he is 
receiving, whether it be from pathology or from 
clinical medicine, or from surgery or from obstet- 
rics, in the social setting of man’s life. They must 
help the student to understand “the application 
of medical knowledge to man in his social state”, 
which is a definition of social medicine made as 
long ago as 3°24. They must also continually 
remind the medical student and their clinical col- 
leagues that man is always in his social state. 

No matter how “isolated” a “unit” our patient 
may seem to us in hospital, he always has a family, 
a home and an occupation, each of which has its 
own profound influence upon his state of health. 
If “there are no diseases but only sick persons”, 
then the medical student must be taught con- 
tinuously and at all times in his training years 
that there is no disease that has not its social 
effects and that there is none in which social factors 
do not contribute to the etiology. Nowhere is there 
to be found a better laboratory for teaching social 
medicine in this sense than in the practice of the 
best family doctor, under whose eyes there passes, 
day by day, the whole range of physical, mental and 
social disorder, and who himself, as a result of 
the accessibility and familiarity which I have re- 
ferred to above, is so uniquely situated to observe 
the interplay of all three. 
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There is too, I believe, a special role for the 
general practitioner in the teaching of preventive 
medicine in the clinical sense. Gurney Clark and 
Hugh R. Leavell in their fine book, “Textbook of 
Preventive Medicine for the Doctor in his Com- 
munity’, draw our attention to the true meaning 
of the verb “to prevent”, which means “to antici- 
pate, to precede, to make impossible by advance 
provision”. And they say that “Anyone practises 
preventive medicine who utilizes modern knowl- 
edge to the best of his ability to promote health, 
to prevent disease and disability, and to prolong 
life. This merely means good medical and dental 
practice for individuals and families and good 
public health practice for communities.” They 
further define five levels of prevention: (a) health 
promotion, (b) specific protection, (c) early diag- 
nosis and prompt treatment, (d) disability limita- 
tion, (e) rehabilitation. 

The general practitioner practising good medi- 
cine must, of course, be aware of all these, but in 
relation to the third—early diagnosis and prompt 
treatment—he is uniquely situated. 

I like to remind students when I speak to them 
about the role of the general practitioner in pre- 
ventive medicine, or today, when I introduce a 
general practitioner colleague to do so, of the 
position of tuberculosis in Britain in the early 
1950's. At that time, despite the existence of a 
system of public services for the detection of pul- 
monary tuberculosis by mass x-ray campaigns, chest 
clinics, tuberculin-testing and the rest, unrivalled 
anywhere in the world, the largest single group 
of newly detected cases of pulmonary tuberculosis 
were still those picked up by alert general practi- 
tioners amongst those of their patients who came 
to them with persistent coughs, with loss of weight 
and so forth. A like state of affairs exists here 
in Canada today. . 

In his role as a very real specialist in the early 
diagnosis of disease, and in its prevention by early 
diagnosis and prompt treatment, as well as in his 
role as a specialist, a “field worker” if you like, 
in the social component of medicine, I believe that 
the best general practitioner has much to offer 
to the medical student. 


THE PsYCHOLOGICAL COMPONENT OF 
MEDICAL CARE 


Uniquely placed in relation to early diagnosis 
and treatment, and to the management of the 
common disorders, closer to an understanding of 
the social forces affecting illness than any other 
physician, I believe that the best general practi- 
tioner has a fourth area of potential special compe- 
tence: which is in the psychological component 
of medical care. 

It has often been said that there will never be 
enough psychiatrists to contend with all the great 
problems of mental disease, psychotic and psycho- 
neurotic, which affect our society. Together, my 
colleague, Professor D. G. McKerracher and I 
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would say in Saskatchewan that there never should 
be. At a recent workshop for general practitioners 
reported in the College Bulletin, our belief that 
our ideals concerning the involvement of general 
practitioners in good psychological medicine were 
realistic was given substantial encouragement. 

On that occasion seven general practitioners 
chosen by the Provincial Chapter of the College 
were able to give us teachers invaluable help and 
guidance in our teaching, as well as new and 
refreshing insight into the ways in which the 
interested general practitioner can practise the 
highest quality of psychological medicine. His role 
in understanding and recognizing the early mani- 


--festations of emotional aberration is fundamental. 


Perhaps he is the one person amongst us in medi- 
cine who can successfully head off major psycho- 
neurotic disturbance by timely therapy; and many 
of the psychotics can most successfully be treated 
at home if they are fortunate enough to have a 
knowledgeable family doctor. Anxiety states, de- 
pressions, involutional and otherwise, the with- 
drawal of the incipient adolescent schizophrenic— 
how often do these not first present in the family 
doctor's office? 

It is satisfying to read the statement of this 
College (October 1959) over the signature of 
Victor Johnston, which included these sentences: 
“The general practitioners would profit much by 
deliberately assuming as much responsibility as 
they can for the emotional and social problems 
of their patients, provided they seek training and 
experience to meet them. It is a large facet of 
medical care which rightfully belongs to the 
family doctor.” 


GENERAL PRACTICE Is BASIC 


The student, of course, is training today to be 
what we call “the basic physician” or the “un- 
differentiated physician”, the M.D. degree properly 
conferring upon him naught but a licence to 
decide—a licence to decide how he may best spend 
the next few years of his education in becoming 
fit to enter some specialty of his choice. Should 
that specialty be surgery, or neurology, or any- 
thing else, he should still, I believe, spend some 
further time in general practice under the guidance 
of a wise counsellor, learning about people and 
the problems of practice. 

Should his chosen specialty, however, be that of 
the family doctor, then he must in some form of 
graduate preceptorship, apprenticeship, or what 
you will, learn the details of his specialty in as 
carefully controlled and guided a training program 
as that for any other. Here he will not only learn 
more about the subjects which I have already 
outlined but it is at this time that he will get an 
additional and much needed opportunity to learn 
something about the mechanics of general practice, 
the lack of understanding of which has been such 
a handicap to so many of us when we first entered 
practice on our own. 
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In teaching at the University of Saskatchewan 
use is made of general practitioners in a number 
of different ways. In all I suppose some 30 or so 
family doctors are involved in the teaching process 
in the various departments. I believe that this 
opportunity to fulfil an important section of the 
Hippocratic Oath is valued by them: we certainly 
appreciate their help. 

In departments of the medical school other than 
that of social and preventive medicine, general 
practitioners are actively engaged in a variety of 
situations. Some, for example, demonstrate good 
antenatal care in their offices; others teach physical 
signs to second-year medical students, and still 
others demonstrate upon the wards some of their 
own patients in collaboration with one of the pro- 
fessional teachers. Through the department of 
general practice in the University Hospital each 
member of that department is attached to one 
specialty of his choice. 

In these situations he is teaching, as I see it 
at any rate, as a particular form of specialist. Except 
in his contribution of an understanding of manage- 
ment, and of his familiarity with his patient, he 
is not doing anything that his specialist colleagues 
can not do as well as he. Valuable as his efforts 
are, I have myself some doubt whether there should 
be any very strong pressure from his college or 
from general practitioners at large to extend this 
particular system. 

Surgery is the extreme example of this situation. 
The increasing complexity of modern surgery and 
the amount of time which the surgeon who special- 
izes in this subject must and can spend at the 
doing of surgery and in research into it, make me 
very doubtful whether the general practitioner can 
expect to continue to be more than superficially 
involved. While I do not wish to appear to advocate 
the complete separation of the family doctor from 
his interest in all surgery, or from his ability to 
follow his patient through hospital, nevertheless, 
just as I believe that in the long run the best 
person to do major surgery is a surgeon, so I 
suspect is he the best person to teach it. 

In all those other areas which I have dealt with, 
the general practitioner has so much to give that 
is unique, so much that only he can give, that 
I believe, in relation to his teaching function, it 
is to these that he should primarily direct his 
attention. 

In the department of social and preventive 
medicine we are trying to evolve ways and means 
of enlisting his services in connection with those 
four areas which I have outlined. In this depart- 
ment one general practitioner lectures to the third- 
year students on the use in practice of the social 
welfare services, describing as he does so a pattern 
of daily work in harness with all other members 
of the health team that is nothing short of fascinat- 
ing to our students. Another colleague lectures on 
that aspect of prevention which is composed of 
early diagnosis and treatment. 
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Both of these men—active members, I am glad 
to say, of the College—are being of the greatest 
help not only to our students but also to us, the 
teachers with whom they mix in the course of. 
planning their teaching. 

At the end of the third year of the medical 
course some 17 general practitioners, who are 
formally attached to my department, take out third- 
year medical students in a compulsory two-week 
preceptorship during the summer months. The pre- 
ceptorship scheme in rural general practice has 
been spoken about often and written about in the 
College Bulletin. I do not need to explain to you 
here in great detail our concepts of the preceptor- 
ship program. Suffice it to say that “it is not 
primarily for clinical experience but rather to give 
first-hand acquaintance with the health problems 
of the community and with the mode of life of 
a good general practitioner’; that it is under the 
direct supervision of my department and dovetailed 
as closely as possible with the other teaching which 
the student receives in third year; that we are 
trying increasingly to get the general practitioners 
involved in it, to consider themselves as members 
of our teaching team; and that the reports provided 
at the end of the scheme by general practitioners 
and students alike are scrutinized with the greatest 
care by the Dean and myself. 

I am happy to say that our university has 
recently approved the creation of an assistant 
professorship, which in 1961 we hope to see filled 
by a young physician who, after seven years in 
rural general practice in the province of Saskatche- 
wan, is now undergoing advanced training in 
epidemiology, public health and the sociology of 
medicine as a Rockefeller Fellow in the United 
States. We are particularly proud of him as the 
only current Canadian holder of a Rockefeller 
Fellowship, and one of very few rural general 
practitioners to have attained that honour. 


TEACHING MAKES SEVERE DEMANDS 


It will have been noticed that from time to time 
I have referred to something that I have called 
“the best kind of family doctor”, that I have used 
the word “potentially”, that I have said, more than 
once, “can be”. Medical education is neither a 
game nor a hobby. Unlike fishing and elementary 
botany, it is not something that the general practi- 
tioner can do “in his spare time”. None of the 
various roles that I have postulated for him can 
possibly be fulfilled unless he is prepared to give 
to the time that he devotes to teaching that care, 
interest, and application which he must also give 
to service, if he is going to be the “best kind of 
family doctor”. With all respect, I believe that it 
is important to say this. 

I believe that it is a matter of profound concern 
to us in the medical schools that we should not 
only be sure, before using the general practitioner 
to assist us in our teaching, that the individual 
concerned is practising medicine in a way from 
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which he will best be able to demonstrate the best 
medicine to his students: but also that to the 
teaching process itself, to conferences and evalua- 
tion, he is prepared to give proportionate time and 
attention. I also believe that, so that he can give 
the time and application required, he will, sooner 
or later, have to be rewarded financially for doing 
so. Our faculties themselves have learned the 
necessity of this in other subjects: it is no less 
necessary in relation to general practice. 


I believe that the medical schools are interested 
only in the attainment by the general practitioner 
of the sort of standards, interests, and achieve- 
ments for which this College itself was originally 
created. Our topic today is of great relevance and 
very much alive at the present time, I am sure. 
The active thinking of the College’s Committee 
on Undergraduate Education under Dr. Tweddell’s 
leadership, following the fine work done by Dr. 
Murray Stalker in the first years of the new 
Preceptorship schemes in more than one school; 
the munificent prizes offered to medical students 
by Messrs. Bengers through the College—all these 
are witness to a lively interest. 

If the general practitioner is to retain his place 
in the medical hierarchy, to improve upon it, and 
also to remain that cornerstone of medicine as 
the members of this College see him, then he 
must decide upon what is his main and principal 
role: it is from that role that he will be able to 
give so much in the training of medical students. 
I believe that a majority of the members of this 
College would be able to contribute something of 
substantial value to the training of medical students, 
if they were given the opportunity to do so. 
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There is no use whatever in our saying as a 
College (and here I say “our” with pride since 
I was admitted to membership a few months ago) 
that we must be involved in the teaching of 
medical students, unless we know what we have 
to offer: unless our role is clearly defined in our 
own minds; unless we are convinced and can con- 
vince the medical schools that what we have to 
offer is of value to the potential doctor. 

We shall never as a College attain any place in 
the recognition of the medical faculties simply 
because we feel we ought to, because we feel that 
it is “owed to us”, because of the need to preserve 


_the prestige of general practice or because we 


have “demanded” Chairs of General Practice to 
put alongside those of Medicine, Surgery, Ob- 
stetrics, and the rest. 

If, however, we successfully perform that self- 
examination which is so essential to all professional 
groups in society, and come out from it with a 
certain degree of definition of our role in the future; 
if we accept that the greatest challenges of present- 
day medicine are ours; if we are concerned so to 
improve our understanding of the early diagnosis, 
the prompt treatment and good management of 
disease that prevention becomes much more of 
a reality than is today the case; if we accept 
responsibility for the overwhelming, and fascinat- 
ing, and often new problems that exist in the 
social and psychological areas of medicine; then 
not only shall we promote that aim of the College 
of General Practice which directs us to improve 
the prestige and standing of the general practi- 
tioner, but we shall also be sure that the general 
practitioner has indeed a worthy contribution to 
make to medical education. 





RESULTS OF THE TREATMENT OF 
TUBERCULOSIS BEFORE AND SINCE 
THE INTRODUCTION OF 
CHEMOTHERAPY* 


H. E. PUGSLEY, M.D., 

E. A. ALLEN, M.B., Ch.B., 

O. T. CHEUNG, M.B., 

H. S. COULTHARD, M.B. and 
G. L. GALE, M.B., Weston, Ont. 


THE puRPOsE of this report is to indicate briefly 
the results of modern treatment of tuberculosis 
compared with the results before the introduction 
of chemotherapy. Tuberculosis of the lungs, pleura, 
bones, kidneys, meninges and the miliary type will 
be considered. 








*From the Toronto Hospital 


for Tuberculosis, Weston, 
Ontario. 


Presented at the Annual Meeting of the Canadian Life 
Insurance Medical Officers Association, April 1959. 


There has been a striking improvement in the 
outcome of treatment, when chemotherapy is 
properly administered. If, however, patients with 
active disease have received inadequate chemo- 
therapy, the cure rate will be lower and the re- 
lapse rate higher, All new cases of active tuber- 
culosis, irrespective of the site, should receive 
combined continuous chemotherapy for about 18 
months or longer. Bed rest is indicated during the 
early active phase and, in certain selected cases, 
surgical measures are also necessary. 

Three antimicrobial agents have proved to be of 
great value, namely isoniazid (INH), streptomycin 
(SM) and para-aminosalicylic acid (PAS). It is 
generally agreed that these drugs should not be 
prescribed alone, but should be given in a com- 
bination of at least two, or all three may be given 
concurrently. If any one of them alone is prescribed 
to a patient with open cavitary disease, the tubercle 
bacilli in the host rapidly develop resistance to the 
drug, so that it is no longer effective in combating 
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the tuberculous infection. If, on the other hand, 
two or all three of these antimicrobial agents are 
given concurrently, the development of resistance 
by the tubercle bacilli to the drugs administered is 
markedly delayed, and they continue to be effective 
in combating the infection for a much longer period. 


What combination of these three drugs has the 
greatest therapeutic effect? Aithough there is not 
much difference in the effect of the different com- 
binations, it is generally agreed that isoniazid 
should be one of the drugs given. It has established 
itself as the most powerful agent in the treatment of 
tuberculosis. In other words, the combination of 
streptomycin and PAS is slightly less effective 
than is isoniazid and PAS, or isoniazid and strepto- 
mycin, or all three. For the average case, receiving 
all three drugs concurrently, the dose of isoniazid 
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the total extent of lung involvement must not be 
greater than the equivalent of one lung. Far ad- 
vanced tuberculosis indicates any case where the 
extent is greater than the above. A case may be_ 
described as inactive if the following conditions 
are present for at least a six-month period: repeated 
examinations of the sputum or fasting gastric con- 
tents are negative for tubercle bacilli on culture, 
the chest radiographs have remained stable in ap- 
pearance, and there is no evidence of cavitation. 


Before antimicrobial therapy was available, the 
mortality rate of active pulmonary tuberculosis was 
estimated to range from 5%,’ in cases of minimal 
extent, to 20%,” if the disease was moderately ad- 
vanced, and to 70%,° if far advanced. The majority 
of patients with persistent cavitation in their lungs 
died within five years. 


TABLE I.—Monrtatity Rate or ActTIvE PULMONARY TUBERCULOSIS. 












































No. Extent Death rate fro nn 
Chemo- Period Length of of of tuberculosis: 
therapy Reference treated observation cases disease percentage of cases 
Trudeau Sanatorium! Before 20 years 589 Minimal 5% 
None Herman Biggs Hosp.? chemotherapy 10 years 211 Mod. adv. 20% 
Herman Biggs Hosp.’ 10 years 223 Far adv. 70% 
Toronto 25 Minimal 0 
Adequate Hospital for 1953 5 years 61 Mod. adv. 0 
Tuberculosis 54 Far adv. 11% 
140 All cases 4% 
Adequate London Hospital‘ 1952-1956 1 to 5 years 5 All types AQ, 
Adequate Vet. Acmin., U.S.A.5 1950-1954 2 to 7 years 550 All types a% 
Many 
inadequate Edinburzh Hospits 1® 1953 3 to 4 years 305 All types 9% 


is 300 mg. daily, of PAS 12 g. daily and of strepto- 
mycin 1 g. twice weekly. Larger doses are indicated 
for the more acute severe infections. Treatment 
should be given continuously for about 18 months. 
In assessing the results of the modern treatment 
of such a chronic disease as tuberculosis, we are 
handicapped by the fact that adequate chemo- 
therapy, as we know it, has been in use for little 
more than seven years — insufficient time for an 
adequate long-term follow-up. However, since re- 
lapses usually occur within a period of five years, 
the following results should be a fair indication of 
the ultimate prognosis. 


PULMONARY TUBERCULOSIS 


Before the results of treatment are described, 
the National Tuberculosis Association definitions of 
certain terms which are used in this report should 
be recalled. In reference to the extent of the pul- 
monary disease, minimal tubercuiosis indicates that 
there is no evidence of cavitation and that the total 
extent of the lung involved is not greater than the 
equivalent of the lung volume above the level of 
the second chondro-sternal junction on -one side. 
In moderately advanced disease, cavities if present 
must not be greater than 4 cm. in diameter and 





Modern treatment has resulted in a striking re- 
duction in the mortality rate and the relapse rate. 
At the Toronto Hospital for Tuberculosis we have 
analyzed the results of treatment of all patients 
with active pulmonary tuberculosis who were ad- 
mitted to that hospital in 1953, had sputum positive 
for tubercle bacilli, had not been given anti- 
microbial therapy before, and received strepto- 
mycin, isoniazid and PAS continuously for at least 
nine months. The average duration of triple drug 
therapy given to the 140 patients in the series was 
17 months. In Table I is shown the mortality rate 
in series of cases treated before the introduction 
of chemotherapy as compared with the rate in our 
group of cases and other comparable series. With 
adequate chemotherapy, and resectional surgery 
where indicated, the mortality was strikingly re- 
duced and almost all the deaths were in the far 
advanced group. 


As indicated in Table II, most of our patients 
ceased to have positive sputum within six months 
of starting chemotherapy, and all were sputum- 
negative in 18 months. Others have reported similar 
results on similar regimens. 


The proportion of our series of 140 patients who 
attained an inactive status at intervals of one, two 
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TABLE II.—Toronto Hosprtat ror TuBERCULOsIS, 1953: 

Sputum CoNverRsION RaTE IN 138 PATIENTS RECEIVING 

Isonrazip, STREPTOMYCIN AND PAS ror NINE MonrtTus or 
LONGER. 











































Percentage with 
positive sputum 


Interval since starting chemotherapy 
in months } 
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— 3 a 27% 
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ae 9 4% 
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died of tuberculosis within six weeks of starting 
chemotherapy. 


and three years after starting chemotherapy is 
listed in Table III. Some form of resectional surgery 
was necessary in 22% of the group. It is evident 
that if cases of minimal or moderately advanced 
disease are treated as above, one can be confident 
that the process will in almost all cases become 
inactive within two years. With far advanced dis- 
ease, however, a favourable outcome is less certain. 


er 


WHO REcEIVED IsoniAzip, STREPTOMYCIN AND PAS 


Number Number 











Far advanced 


of of deaths -- 
Extent of disease cases from tuberculosis 
| Minimal 25 oo 0 F - 
Mod. advanced 61 0 a 
‘ : 54 6 — 





Having attained an inactive status, what propor- 
tion of cases will subsequently relapse? In an 
attempt to answer this question, data on series of 
patients studied before and after the introduction 
of chemotherapy are listed in Table IV. The strik- 
ing reduction in the relapse rate from about 30% 
to 4% is notable. 
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Note: An additional two patients, not included in this series, — 


ADMITTED TO ToroNntTO HospITAL 


* Notre: Pulmonary resection was necessary in 22% of the above series. 
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We wish to sound a note of warning in reference 
to patients with pulmonary tuberculosis who have 
had prolonged chemotherapy, whose sputum has 
become negative and who are apparently well, but 
in whom a radiograph reveals that the cavity in the 
lung is still open. These are the so-called “open 
negative” cases and since a cavity is still present 
they are not to be classed as inactive. In a series 
of 123 such cases reported by Raleigh* of the 
Veterans Administration, 31% “relapsed” at the 
end of one year and 50% “relapsed” after 314 years. 
In other words, the presence of a persistent cavity 
in the lung is always a great menace to the patient, 
whether he has had chemotherapy or not. The pres- 
ence of a cavity in the lung that has failed to close 
after six to eight months of chemotherapy is the 
cardinal indication for surgical resection. 

In the 1953 series of 140 patients at the Toronto 
Hospital for Tuberculosis described above, pulmon- 
ary resectign was performed in 31 cases or 22% 
of the group. The resection was segmental in 20 
cases; a lobectomy was performed in 10 cases and a 
pneumonectomy in one case. All these surgically 
treated cases became inactive; there were no deaths, 
but one relapse occurred. 

Since 1953, artificial pneumothorax has been 
abandoned as a method of treatment, and a thora- 


TABLE III.—Resutts or TREATMENT oF 140 Patients witH AcTIVE PULMONARY TUBERCULOSIS AND PositIvE SeutuM 


FOR NINE Montus or LONGER (AVERAGE 17 Montus)* 
FOR TUBERCULOSIS IN 1953. 


Percentage with inactive tuberculosis 
at intervals after starting chemotherapy 


1 year 











2 years 3 years 

36% 100% 100% 
3% s—<SN TH 
2% = =———ititiCiM 81% 


coplasty is rarely performed. It is interesting also 
that the proportion of patients requiring major 
pulmonary surgery has decreased to about 12%. 


TUBERCULOUS PLEURISY WITH EFFUSION 


So-called primary tuberculous 
effusion has been known as 


pleurisy with 
a sinister disease. 


TABLE IV. 
RELAPSE RaTE oF PULMONARY TUBERCULOSIS PATIENTS SENT HOME FROM HospITAL WITH ARRESTED OR INACTIVE TUBERCULOSIS 













































Tuberculosis 








Period in No. of Time followed up . Relapse 
hospital Hospital cases Chemotherapy after discharge rate 
1947-52 Vet. Adm. Hosp.,? None or inadeq. 3 years 30% 

Memphis 
coararieali alias icnitiiaiaciaaaaalaedaaiai _ 900 wi a 
1953-55 Vet. Adm. Hosp.,? Adequate 3 years 14% 
Memphis 
1951-56 Fitzsimons Army‘ 2500 «+ Adequate 1 to 5 years 4% 
Hospital 
1953-54 Toronto Hosp. for 125 Adequate 2 to 5 years 4% 
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Although it is apparently a benign process, tubercu- 
lous lesions developed in the lungs or elsewhere 
in about 25% of patients during the subsequent 
five years, in the absence of chemotherapy. When, 
however, chemotherapy is given for about one year 
after the onset of .the effusion, tuberculous compli- 
cations seldom appear during the follow-up period. 


The Veterans Administration of the United 
States® reported a series of 114 patients who were 
given chemotherapy after the onset of the pleural 
effusion and were followed up for five years. The 
incidence of tuberculous complications was 4% 
during the follow-up period, as compared with 
23% in a previous series of 138 patients who did 
not receive chemotherapy. Others have reported 
similar findings. 


PUGSLEY AND OTHERS: 


~ 


CHEMOTHERAPY OF TUBERCULOSIS 427 







cases of bone and joint tuberculosis admitted to the 
Toronto Hospital for Tuberculosis in 1945, with 
the results in those admitted in 1953. The former 
year was selected because all the patients admitted 
in 1945 had completed their treatment before the — 
advent of antituberculous drugs. The year 1953 
was chosen because most of the patients admitted 
in that year received adequate chemotherapy. 


Follow-up in the two series of cases was excellent. 
Of the 58 cases admitted in 1945 and the 33 ad- 
mitted in 1953, all except four have been followed 
up to 1959 or to death; the remaining four cases 
were followed up for two to eight years. The 
mortality rate in the two series is shown in Table V. 
Sixteen patients (27.5%) in the 1945 group died 
of tuberculosis; all except one of the deaths occurred 


TABLE V.—Monrtauity Rate or BoNE AND JoINT TUBERCULOSIS, THE ToroNTO HospITaL FoR TUBERCULOSIS. 





Death rate (percentage of cases) 











Year admitted Number of 
to hospital cases Chemotherapy Tuberculous Non-tuberculous Total 
1945 58 None 27.5% 5.2% 32.7% 
1953 33 Adequate in most 0 6% 6% 


TUBERCULOSIS OF BONE AND JOINT 


Tuberculosis of bones and joints is a manifesta- 
tion of a disseminated hzmatogenous infection. 
About 25% of cases have lesions in more than one 
joint and over 20% have tuberculosis of the genito- 
urinary tract; many also have active pulmonary 
tuberculosis. 

Before the introduction of chemotherapy the 
mortality rate was about 28% and though excellent 
results were obtained in the majority of the re- 
mainder by rest and surgical fusion, prolonged 
treatment, stretching into years, was usually neces- 
sary. 

Adequate chemotherapy has resulted in— 

(a) Marked reduction in mortality. 

(b) More rapid subsidence of active disease 
with disappearance of abscesses, closing of sinuses 
and reduction in joint damage. 

(c) Decrease in length of hospital stay, and 

(d) Marked reduction in relapse rate. 

To illustrate these changes, a comparison has 
been made between the results of treatment of all 


within five years of admission. There were no deaths 
from tuberculosis in the 1953 series. 


The average duration of immobilization for spinal 
tuberculosis was reduced from 20 months in the 
1945 series to 14 months in 1953, and for tubercu- 
losis of the hip-from 27 months to 15 months. 
Excluding those patients who died before surgery 
could be applied, an arthrodesis or grafting oper- 
ation was necessary in 80% of the 1945 series and 
in just 33% of the 1953 group. 


In the 1945 series a relapse occurred in 34.5% 
of the patients and 60% are well and working now, 
whereas in the 1953 group just two patients (6% ) 
relapsed, both of whom had inadequate chemo- 
therapy, and 88% are well and working. It is 
worthy of emphasis that of the 1953 group, 40% 
have ended up with a wide range of joint move- 
ment which has not led to any relapse in the suc- 
ceeding six years. Before chemotherapy, this could 
only be achieved in the rare patient who presented 
with a juxta-articular lesion which could be drained 
before it ruptured into the joint. 


TABLE VI.—Toronto Hospitat ror TuBERCULOSIS: MortTALity RATE IN PATIENTS WITH RENAL TUBERCULOSIS 


EXTRARENAL TUBERCULOSIS ALSO PRESENT IN Two-THIRDS OF THE CASES. 





























Period Number Length of Death rate (percentage of cases) - 
when of follow-up —§$ ———-- 
Chemotherapy diagnosed cases in years Tuberculous Non-tuberculous Total 
None* 1922-36 82 20 to 35 58% 10% 68% 
None 1931-47 347 0 to 16 46% 6% 52% 
Inadequate, SM or SM-PAS for 7 
less than 6 months 1948-49 175 10 to 11 21% 8% 29% 
Adequate, INH-PAS-SM for : 
over 1 year 1952-57 163 1 to 7 1% 3% 4% 


* Includes cases from The Hospital for Sick Children and Christie Street Hospital. 
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RENAL TUBERCULOSIS 


The prognosis of renal tuberculosis has improved 
remarkably with chemotherapy. Untreated tubercu- 
losis of the kidney probably never heals, though 
in some cases its progression may be very slow. 


At the Toronto Hospital for Tuberculosis, four 
groups of cases have been followed up for many 
years. The mortality rate in the different groups is 
shown in Table VI. In the first group of 82 patients 
who had neither chemotherapy nor aaanae. 
58% died of tuberculosis.’° In the next group of 
347 cases treated by nephrectomy but without 
chemotherapy, 46% died of tuberculosis. Inade- 


quate chemotherapy in 175 cases led to a moderate .: 


reduction of mortality, but in the last group of 
163 cases, adequate chemotherapy resulted in a 
striking reduction in the mortality to 1% and a 
relapse occurred in only 1% of this group. The 
renal tuberculosis was bilateral in 32% of cases. 
The disease is inactive in 98% of the last group. 
It is possible that more relapses will occur later, 
since the follow-up period of one to seven years 
is relatively short. 


It should be remembered that renal tuberculosis 
is hematogenous in origin and is associated with 
tuberculosis at other sites in the body in about 
two-thirds of the cases. All patients should be ad- 
mitted to hospital for investigation and for a pre- 
liminary period of treatment before returning home 
to complete their course of chemotherapy, which 
should be given for 114 to two years. At the Toronto 
Hospital for Tuberculosis about 10% of cases re- 
quire nephrectomy for grossly destroyed or non- 
functioning kidneys. In addition, new surgical 
techniques have been evolved for the occasional 
case in which mechanical sequele develop during 
the healing of tuberculosis of the urinary tract; for 
example, for the relief of progressive hydronephro- 
sis from contracture of the bladder or from ureteral 
stricture. 


MILIARY AND MENINGEAL TUBERCULOSIS 


Prior to 1946, before streptomycin began to be 
used for tuberculous infections, these relatively 
rare forms of tuberculosis had a mortality rate of 
almost 100%. It is of interest to note the progressive 
improvement in the survival rate of miliary and 
meningeal cases as more potent antimicrobial agents 
were discovered. For example, in a large series of 
cases of miliary tuberculosis without meningitis, 
reported by Williams™: of the U.S. Veterans Ad- 
ministration, the five-year survival rate when treated 
by streptomycin only was 52%; when treated by 
the streptomycin-PAS combination, 80%; and 
when treated by INH-SM-PAS, 95%. Table VII 
gives the three-year survival rate in this large 
series of 772 patients with miliary and/or menin- 
geal disease who received chemotherapy. Moreover, 
the five-year survival rate is almost as good as the 
two-year rate, indicating that relapses seldom occur 
if the patient survives two years. 
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TABLE VII.—TuHrREE-YEAR SurvivaL RATE oF PATIENTS 
with MILIARY AND MENINGEAL TUBERCULOSIS, REPORTED 
BY V .A. AND ARMED Forces or U.S.A.!! 





T hree-year survival rate 




















No chemo- 

Type of disease therapy SM-PAS INH-SM 
Miliary 2%+ 80% 95% 
Meningeal 0 50% . 78% 
Miliary oat meningeal | 0 - 30% —“- 20% 7 
Note: Relapses very rare: after the third year; one death from 


recurrence of meningitis during the fourth and fifth 
years. 


Most of the deaths in this group occur when 
treatment is started at a late stage, and if patients 
with meningitis survive this stage, they may be 
left with permanent disability. 


SUMMARY 


The results of the treatment of tuberculosis of the 
lungs, pleura, bones, kidneys and meninges and of mili- 
ary tuberculosis have been briefly described. The out- 
come of modern treatment has been compared with that 
before the use of chemotherapy. Although the follow- 
up period is not long enough for final assessment, it 
is evident that combined continuous administration 
of isoniazid with PAS or with streptomycin, or all 
three drugs, for 18 months or longer, has resulted in 
a striking reduction in the mortality rate and improve- 
ment in the relapse rate. When chemotherapy was 
given for six months or less, the mortality rate and 
relapse rate were much higher, being not much better 
than the results observed before chemotherapy was 
introduced. 


We wish to acknowledge our gratitude to Dr. Clare 
Wicks, medical superintendent, Toronto Hospital for 
Tuberculosis, for his help in organizing the investigation, 
and to Professor R. F. Farquharson for helpful comments. 
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RESUME 


Les auteurs décrivent les divers traitements de la tubercu- 
lose pulmonaire, pleurale, osseuse, rénale, méningée et 
miliaire. Les résultats du traitement moderne sont comparés 
a ceux que l’on obtenait avant l’emploi de la chimiothérapie. 
Bien que nous ne possédions pas encore le recul suffisant 
pour une évaluation définitive de cette thgrapie, il est 
évident que l’administration continue et combinée d’isona- 
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zide avec acide para-amino-salicylique ou streptomycin ou 
de tous les trois ensemble pendant 18 mois ou plus long- 
temps a amené une réduction frappante du taux de mortalité 
et une amélioration dans la fréquence des rechutes. Lorsque 
Yon administrait la chimiothérapie pour six mois ou moins, 
le taux de mortalité et de rechutes était beaucoup plus 
élevé que ce nous voyons a lheure actuelle et 4 peine 
meilleur que les taux,que nous obtenions dans le passé 
avant l’introduction de cette thérapeutique médicamenteuse. 





REVIEW ARTICLE 


SIGNIFICANCE OF HAEMATURIA 


ARJAN D. AMAR, M.B., B.S., M.S., 
F.R.C.S.[C.],* Rochester, New York, U.S.A. 


MODERN PHYSICIANS are fully aware of the potential 
seriousness of hzmaturia and advise patients who 
have such a condition to undergo prompt and 
thorough examination, The tragedy that occurs 
from delayed diagnosis of malignant lesions of the 
genito-urinary tract can often be ascribed to a 
patient who either does not seek advice im- 
mediately after hematuria appears or ignores the 
counsel of his physician. The public must be made 
aware of the seriousness of hematuria. 


Hematuria may be of two types: gross and 
microscopic. It should be clearly understood that 
this is purely an arbitrary classification and one 
based only on degree. In any condition in which 
microscopic hematuria may occur, gross hematuria 
also can occur. The presence of more than an 
occasional red blood cell in several high-power 
fields of the centrifuged specimen constitutes 
hematuria. Many variables enter into this con- 
clusion, such as the accuracy of the technician, the 
speed of centrifuging and the specific gravity of 
the urine, Dilute urine contains fewer erythrocytes 
than does an equal volume of concentrated urine. 


Grossly bioody urine always demands an accurate 
explanation and should never be treated merely 
symptomatically. Gross hematuria is seldom con- 
stant, so that weeks, months, and occasionally even 
years may elapse between episodes. Gross haema- 
turia always means an abnormal or pathological 
condition. In approximately one-fifth of the cases 
the bleeding is not associated with pain or other 
symptoms. 

The physician must first determine whether dis- 
colouration noticed by the patient was due to blood 
in the urine. There are several conditions in which 
foreign substances excreted by the kidney result 
in discolouration of the urine. These conditions 
are paroxysmal hemoglobinuria, march hzmo- 
globinuria, nocturnal hematuria of Marchiafavar, 








*Instructor in Siniaien Surgery, University of Rochester 
School of Medicine and Dentistry, Rochester, New York. 


porphyria and ochronosis. Concentration of urine, 
certain drugs (Pyridium and phenolsulphonphtha- 
lein) and some foods (beets) may produce purpl- 
ish or reddish discolouration of the urine, which 
may be mistaken for blood. But in such instances 
red blood cells are not present in the urine. Red 
cells in the urine specimen are proof of hzmaturia. 
If it is established that blood has been passed, the 
source of bleeding must next be determined. Blood 
in the toilet bowl or on toilet paper may have 
come from the anus, rectum, or vagina, as well as 
from the urinary meatus, and these orifices should 
be inspected for evidence of bleeding. Catheteriza- 
tion is often necessary to obtain an uncontaminated 
specimen, especially in females. No opportunity 
should be lost to locate the source of bleeding 
while the bleeding is sufficient to produce a distinct 
red colour. 

Careful questioning and observation may provide 
suggestions as to the site of bleeding. Blood which 
is seen only at the beginning of urination often 
indicates a urethral origin. If the blood is evenly 
distributed throughout the act of voiding, the 
source is usually above the prostate. If blood is 
seen only at the end of urination, a lesion of the 
vesical outlet or prostatic urethra is probably the 
source, The patient should be instructed to void 
continuously in equal amounts into one after an- 
other of the three specimen glasses. Examination 
is facilitated by comparison of the three specimens. 
Bright red colour,: especially if accompanied by 
bright red clots, suggests arterial bleeding; a dark 
red colour with almost black clots usually indicates 
venous or old bleeding. 

A study of other formed elements in the urine 
may provide a clue to the possible site of hzma- 
turia. The presence of tubular casts or of a consider- 
able number of epithelial cells of the renal type 
microscopically would be suggestive of, while the 
presence of blood casts would point definitely to, 
hemorrhage into the renal tubules as the site of 
origin. 


SITES OF ORIGIN OF HASMATURIA 


There are three main possible sites of origin of 
hematuria: lesions occurring as a part of systemic 
disease, lesions in organs adjacent to the genito- 
urinary tract, and lesions in the genito-urinary 
tract itself. In some instances, hematuria may be 
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the outstanding clinical symptom. Among the 
systemic diseases that may cause erythrocytes to 
appear in the urine are: acute or chronic ne- 
phritis; diseases of the blood-forming organs, such 
as thrombocytopenic purpura, leukemia, Hodg- 
kin’s disease, haemophilia and polycythemia vera; 
cardiac disease, e.g. congestive cardiac failure; 
acute exanthematous diseases; and deficiency 
diseases, such as deficiency of ascorbic acid or 
vitamin K. Drugs and chemicals such as methen- 
amine, carbolic acid, turpentine, sulphonamides, 
salicylates, gold and mercury may produce hzema- 
turia. The administration of anticoagulants such 
as bishydroxycoumarin and heparin also on oc- 


casion results in hematuria—especially if there is a’ 


“silent” lesion in the urinary tract which might 
predispose the patient to bleeding, e.g. a renal 
calculus or benign hyperplasia of the prostate 
gland. 


There is an unlimited number of lesions in organs 
adjacent to the genito-urinary tract that can pro- 
duce hematuria by irritation or invasion of the 
genito-urinary tract. The more common causes in 
this group are appendicitis, salpingitis, diverticul- 
itis, and carcinoma of the colon. 

The remainder of this presentation will be 
devoted to a consideration of lesions of the gastro- 
urinary tract proper. 


MICROSCOPIC VERSUS Gross HAZSMATURIA 


Greene' and associates at the Mayo Clinic 
studied 500 patients with asymptomatic micro- 
hematuria. The highest incidence was in the age 
group between 50 and 59 years. The two lesions 
most frequently discovered when these patients 
underwent complete urological examination were 
asymptomatic prostatic hyperplasia and urethritis. 
In some instances, the lesions were extensive and 
of grave prognostic import, while in 44% of the 
patients, urological investigation yielded normal 
findings. From their study no criteria were found 
that would enable the physician to decide which 
patient in a group manifesting asymptomatic 
microhzmaturia could safely be spared the hard- 
ship of an extensive investigation. 

The commonest cause of gross hematuria in a 
woman is inflammation—usually cystitis or pyelo- 
nephritis. The commonest cause of gross hematuria 
in a man is tumour of the bladder, with hyper- 
trophy of the prostate in second place. An im- 
portant point to emphasize is that benign enlarge- 
ment of the prostate causes hematuria much more 
frequently than does carcinoma of the prostate. 


GENERAL CLINICAL ASPECTS OF HA:MATURIA 


When the physician is confronted with a patient 
who has gross hematuria, he first considers the age 
of the patient. Hzmaturia is rare in infancy and 
childhood, when usually it is the result of infection 
or of acute nephritis. Tumours of the genito- 
urinary tract in infancy are rare and are chiefly 
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Wilms’s tumour or sarcoma. Such lesions may cause 
hematuria, but often do not, and a mass may be 
present which may help in making the diagnosis 
of tumour. 


The common causes of gross hematuria in adults 
up to 40 years of age include infection, cystitis, 
pyelonephritis, tuberculosis, and calculi. Tumours 
are relatively uncommon in this age group. How- 
ever, in patients more than 40 years of age, neo- 
plasm and prostatic lesions both benign and 
malignant become increasingly common. 

The general physical examination may not be 
too productive in diagnosing the cause of hzema- 
turia, but it should not be overlooked. Palpable 
renal enlargement may indicate neoplasm, hydro- 
nephrosis, or cystic kidney disease. Tenderness in 
the flank may indicate a stone, infection, or hydro- 
nephrosis; enlargement of the supraclavicular 
lymph node, hypernephroma. Acute left varicoccele 
in a man past 40 years of age often means a left 
hypernephroma with invasion of the left renal 
vein, because the spermatic vein empties into the 
left renal vein. Digital rectal examination is ex- 
tremely important and can aid in the diagnosis 
of carcinoma of the prostate, benign hypertrophy 
of the prostate, or prostatic calculi. Vaginal ex- 
amination may reveal infiltration at the base of the 
bladder from a tumour, 


ExCRETORY UROGRAPHY 


Emphasis should be placed on the value of 
excretory urography including the plane roent- 
genogram of the kidney, ureter and bladder regions 
that accompanies this procedure. This examination 
is of great importance in the diagnosis of urological 
lesions because it is one of the tests of renal func- 
tion, indicating the comparative function of the 
two kidneys. Another factor of importance with 
regard to excretory urography is that it focuses 
attention on the part of the urinary tract that is 
involved, which is of great aid in cystoscopy. 

Excretory urography can be of assistance in the 
localization of urinary obstruction, demonstrating 
whether such obstruction may be at the uretero- 
pelvic junction or lower in the urinary tract. It 
can accurately localize calculi in the kidneys, pelvis, 
or ureters, except when calculi are not radio-opaque 
(10%). It may demonstrate filling defects at the 
base of the bladder, which are the result of pro- 
static hypertrophy. Other filling defects may indi- 
cate infiltrating tumours of the bladder. Peduncu- 
lated tumours of the bladder may be outlined by 
the way in which the opaque medium surrounds 
them. Hypernephromas may be indicated by 
characteristic distortion of calyces. Tumours of the 
renal pelvis may produce typical filling defects. 


CysTOSCOPY 


It is usually necessary to perform cystoscopy to 
complete a urological diagnosis, because it is easier 
and more accurate to study the lesions in the 
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bladder under direct vision than to rely on uro- 
graphy entirely. Also it is often necessary to do 
retrograde pyelography to supplement excretory 
urography. It is of importance to examine the pa- 
tient urologically while bleeding is still present. 
So often a patient bleeds grossly for two or three 
days and by the time he is ready for urological 
examination the bleeding has stopped, making it 
difficult to determine the source of hzmorrhage. 
At the time of cystoscopy, the source of bleeding 
may be found by looking at the ureteral orifices 
and finding from which side the blood is coming. 
This is the only way of determining whether or not 
blood is coming from a kidney. 


Other diagnostic studies, including cytological 
study of the urine for cancer cells, urine culture 
for pyogenic and tubercle bacilli, examination of 
the bleeding and coagulation time to determine 
the presence of blood dyscrasias, and examination 
of the blood for sickle cells, may help in the diag- 
nosis of hematuria. Other laboratory data which 
are sometimes helpful include results of blood 
studies, renal function tests, and blood chemistry 
determinations, In cases where carcinoma of the 
prostate is suspected, serum acid and alkaline 
phosphatase determinations are of value. In cases 
of calculus disease, serum calcium, phosphorus, 
and uric acid levels should be obtained. Other 
special studies, such as an Addis count and de- 
termination of antistreptolysin levels, are at times 
useful in making a diagnosis. 


EssENTIAL HAMATURIA 


Before dismissing the subject, mention should be 
made of the condition termed “essential hzema- 
turia”. This term is used to denote those cases in 
which every effort has been expended to establish 
the source of bleeding but has been unavailing. 
In some of these cases the haematuria is probably 
the result of early lesions of the upper part of the 
urinary tract that are too small to be demonstrated 
by retrograde pyelogram or intravenous urography. 
Small angiomas of the renal papilla or glomerular 
abscesses produce gross hematuria and defy diag- 
nosis. It is wise that these patients should be fol- 
lowed up for a long period of time by repeat 
excretory pyelograms. 


MANAGEMENT 


Hematuria rarely requires emergency measures 
unless it is excessive or exsanguinating in character. 
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Then certain emergency procedures may be indi- 
cated before a definitive examination can be made. 
If it is supposed that the bleeding arises from the 
kidney or ureter, the patient should be put to rest 
in bed and, if necessary, given narcotics to relieve 
pain, A large intake of fluids should be urged to 
prevent formation of clots and subsequent develop- 
ment of clot colic. If the bleeding is vesical or 
prostatic in origin or associated with the formation 
of clots, catheter drainage is indicated and if clots 
block the catheter they can usually be dislodged by 
irrigation with water, using a syringe. If this pro- 
cedure does not relieve the bleeding, the physician 
may find it necessary to anzsthetize the patient 
and introduce a resectoscope for evacuation of the 
clots, or, in extreme cases, may even be obliged to 
perform a suprapubic cystostomy for inspection of 
the bladder to determine the cause of excessive 
bleeding. In such extreme cases the physician may 
encounter a neoplasm, or occasionally a very large 
prostate gland will be found to be the cause of the 
excessive bleeding. When this is the case, im- 
mediate suprapubic enucleation of the gland, if 
benign, is indicated. 


CONCLUSIONS 


Hematuria is a symptom and not a disease or 
clinical entity. Hematuria always demands an ac- 
curate explanation, and every attempt should be 
made to uncover the abnormal or pathological 
condition causing, it, so that proper treatment can 
be instituted early. Hematuria may be transitory 
and may not recur for varying periods of time. 
The patient may then feel a false sense of security. 
It is the duty of the physician to insist on a com- 
plete investigation. 


Many lives have been lost because of procrastin- 
ation on the part of the patient because hematuria 
did not recur early enough to frighten him into 
seeking medical help early. It has been learned 
that 50% of tumours of the bladder are not diag- 
nosed within one year after the first attack of 
hematuria, This is a tragic situation, and means 
that all physicians must be on the alert in their 
practice and community to make patients and 
public aware of the seriousness of hematuria and 
the advisability of seeking medical advice im- 
mediately. 
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ANTENATAL ELECTROCARDIOGRAPHY 


Electrocardiographic study of the fetal heart has been 
accomplished as early as the 22nd week of pregnancy. This 
technique has been claimed of value in the antenatal diag- 
nosis of certain congenital heart defects. It has been 
suggested that it may be of use as an indication for early 
surgical correction of malformations diagnosed by this 
method, providing ample time for preoperative preparation. 





With improvements in smaller heart-lung instruments, 
surgical intervention, possibly immediately after delivery, 
may reduce the mortality from this cause. This new in- 
vestigative discipline may also provide an _ additional 
avenue of study to gather information as to the exact time 
at which congenital cardiac defects develop and throw new 
light on the possible etiological role of genetic factors or 
infective processes during the period of gestation.—A.M.A. 
News Release. 
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Special Article 





THE SPORT OF AMATEUR 
BOXING — GOOD OR EVIL? 


WILLIAM L. PARKER, L.R.C.P.(Edin.)* and 
JAMES TRIFUNOV,t Winnipeg, Man. 


SOON THERE WILL BE another heavyweight boxing 
contest for the championship of the world. Every 
week throughout most of the year, amateur or 
professional boxing is shown on the television net- 
works of Canada and the United States of America. 
These and other events have caused a renewal of 
public interest in boxing. A similar surge of 
interest has been noticed by the medical profession 
concerning the medical aspects of the sport. Recent 
examples of this interest have been seen in the 
form of editorials in the Lancet.’ * Most individuals 
or groups who have commented on the dangers 
of boxing possess only an incomplete knowledge 
of the sport, often have an added emotional bias, 
and rarely make any clear-cut distinction between 
sanctioned amateur boxing, truly professional and 
semi-professional boxing. Consequently, the sta- 
tistics concerning boxing injuries are misleading. 
In view of the recent concern shown by some mem- 
bers of the medical profession both in Great Britain 
and elsewhere, it now appears almost mandatory 
that the medical aspects of boxing should be 
thoroughly investigated by a responsible Canadian 
body, such as the Canadian Medical Association. 

It is the purpose of this communication to 
present, as objectively as possible, representative 
reports of the known facts appertaining to the 
medical aspects of boxing with particular reference 
to amateur boxing. Reference will be made to the 
regulations of the Amateur Athletic Union of 
Canada (A.A.U. .f C.), designed to protect 
amateur boxers participating in contests under the 
auspices of this body. Assuming that the con- 
tinuance of amateur boxing is deemed advisable, 
and that, as a consequence of the experience 
gained by the authors in the field of amateur 
boxing, both in Great Britain and in the province of 
Manitoba, suggestions will be made as to how the 
safety of amateur boxers may be further assured. 

It is recognized that boxing as a sport is unique, 
in that the primary objective of the participants is 
to hit one another with their closed fists. There is 
a distinction between hitting and hurting, although 
in many instances the two are obviously synonym- 
ous. Nevertheless, serious injuries and fatalities 
are being reported more frequently, and although 
occurring predominantly in professional fights, a 
distressingly large number are occurring in amateur 
fights. Why is this? What should be done about it? 
The answers to these two questions are of vital 
importance to all those concerned with the welfare 
of participants in the sport. 


*Chairman, Manitoba Amateur Boxing Committee. 


+Chairman, Manitoba Branch of the Amateur Athletic Union 
of Canada. ' 
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Recorded Injuries Sustained While Boxing 


The following is a list of the most important 
injuries arising from both amateur and professional 
boxing recorded in the literature to date. It seems 
advisable to know the frequency and extent of 
these injuries before considering the evidence for 
or against boxing as a sport. 


Minor injuries: 


These are designated minor because, in them- 
selves, they do not appear to result in any per- 
manent disablement, apart perhaps from a cos- 
metic effect. 

(a) Cuts over the eye and their sequel of scar 
formation and hypertrophy, if repeated.’ 

(b) Split lip, cut cheek and nose bleeds— 
common. 

(c) Bodily bruises—common. 

(d) Black eye—common. 

(d) Broken teeth—rare in Canada because of the 
almost universal practice of wearing mouthpieces, 
although this is not mandatory. 

(£) “Cauliflower” ear—rare in the true amateur. 


More serious injuries: 


(a) Renal trauma—varying from transitory 
hematuria and albuminuria in a high incidence 
of all boxers to permanent renal damage in a few, 
particularly if there is any previous pathology or 
pre-existing anomaly.* ® 

(b) Dislocations—mainly of the jaw and _ oc- 
casionally of the shoulder.* 

(c) Fractures—metacarpals and phalanges are 
common hand injuries.*»’ Nasal bones—common. 
Ribs—not infrequent, Mandible—uncommon. A not 
infrequent heritage of the boxer, amateur or pro- 
fessional, is arthritis of the first cacuanaieiee 
geal joint.’ 


Serious injuries: 


(a) Isolated knockout associated with cerebral 
hemorrhage (usually subdural), followed not in- 
frequently by death, Even if surgical intervention 
is carried out early enough and adequately enough 
on these cases, it appears that fewer lives are 
saved than would be expected.* 

(b) Isolated knockout associated with varying 
degrees of amnesia.’ 

(c) Repeated knockouts terminating in a state 
of chronic, progressive encephalopathy. This is 
the so-called “punch-drunk” state.* * 

(d) Eye injuries*—these include corneal trauma, 
scleral rupture, iris tears, iridocyclitis, subluxation 
of the lens, vitreous hemorrhage, retinal detach- 
ment, glaucoma, optic nerve damage, patchy 
degeneration of the choroid. Partial or complete 
visual impairment is not uncommon resulting from 
the above. 

This list of injuries, although by no means com- 
plete, nevertheless is representative of the reports 
in the literature. These injuries were all sustained 
in the course of presumably fair, competitive box- 
ing. There are, however, a few injuries which are 
the result of “foul” blows. These include the 
“rabbit” punch to the nape of the neck, kidney 
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punching followed by frank kidney hemorrhage 
or capsular and parenchymal tear, and testicular 
hemorrhage resulting from a low blow.’ The 
A.A.U. of C. amateur boxing rules make it manda- 
tory for an amateur boxer to wear a protective 
cup. Consequently we know of no injury of this 
kind occurring in amateur boxing in Canada. 


Reports Incriminating Boxing as a 
Deleterious Sport 


These are from both amateur and _ professional 
bouts, According to Flint,’ by 1920 there were 124 
recorded fatalities due to boxing. According to 
Jokl,* by 1938 there were 165 recorded fatalities 
due to boxing. Critchley’ has estimated that by 
1950 there were at least 207 recorded cases. Since 
1950 there have been further deaths, the number 
of which is yet undetermined. 

In professional boxing, knockouts are very com- 
mon, particularly’ in the heavier weight classes. 
There are fewer in amateur boxing, but their 
occurrence is by no means uncommon. The knock- 
out may be broadly described as “a state of help- 
lessness in which the individual loses conscious- 
ness, collapses and is rendered immobile for a 
varying length of time, usually as the result of a 
blow to the chin”. The knockout was first described 
by Sherrington’? in 1910. Since that time it has 
been believed that a severe blow over the heart, or 
to the nape of the neck or to the carotid sinuses 
may also result in a similar condition.’ The various 
theories'’ 1: 7%" as to the exact causative mechan- 
ism emphasize the absence of an adequate explana- 
tion. Most knockouts apparently result in only 
a temporary incapacity and are usually of short 
duration. However, the long-term accumulative 
effect of such experiences is a matter of some con- 
cern. Assuredly, the classical picture of the “punch- 
drunk” ex-professional fighter is as pitiful and 
distressing a sight as one would wish to see. Its 
occurrence and recognition has been the prime 
reason for many a crusade against any type of 
boxing. Fortunately, it is rare in the white pro- 
fessional, even more rare in the coloured (Negro) 
professional and extremely rare in the amateur.** 
The fact that histological evidence of brain damage 
is only rarely demonstrated in those suffering 
from the “punch-drunk” syndrome does not neces- 
sarily mean that there has been none.’* Martland' 
originally considered that each severe head blow 
produced a petechial hemorrhage in the brain, 
and although there has been no verification of this, 
Windle et al.1° have shown, by animal experimenta- 
tion, that detectable cell death may occur without 
obvious hemorrhage. This may account for the 
relatively few abnormal electroencephalograms ob- 
tained from boxers after they have been knocked 
out. It seems feasible, however, that repeated 
episodes of this nature will cause sufficient 
cerebral “fall-out” to saturate eventually the 
quantitative reserve of the brain,’’ and produce 
discernible clinical signs and symptoms. There is, 
unfortunately, no yardstick by which this process 
can be measured. 


From these reports it can be seen that there is 
ample evidence that tends to incriminate boxing 









~ 


SPECIAL ARTICLE: AMATEUR BoxING 433 
















as a sport. In 1954 this seemed to be so over- 
whelming that the Belgian Royal Academy of 
Medicine made recommendations that caused the 
Belgian government to pass strong legislation 
against the sport, and recently Iceland has de- 
clared boxing illegal.'* 


Reports Favouring Boxing as a Sport 


Much comparison has been made _ between 
statistics relating to sporting injuries. Gonzales’s’® 
well-known study has often been quoted in defence 
of boxing. Over a 32-year study (1918-1950) of 
competitive sports in the state of New York, he 
concluded that it is more dangerous to play foot- 
ball or baseball than it is to box. Johansen (Oslo)*° 
in a study of 6057 sports injuries during the period 
from 1946 to 1948 showed that boxing accounted 
for 1.65% of all accidents, football for 21.8% 
and skiing for 29.4%. A further series by Blonstein 
and Clarke,’ describing injuries arising from 3000 
amateur boxing contests in the London area, found 
that only 29 boxers or 0.58% were severely con- 
cussed or knocked out more than once. A six-year 
study by McCown® from 1952 to 1957 of profes- 
sional boxing in the state of New York showed that 
out of 9871 boxers, 259 were knocked out and 718 
were technically knocked out, and from these there 
were only 9 cases of serious head injury requiring 
hospitalization, 16 eye injuries, 29 fractures and 4 
dislocations. There were no deaths. Learoyd*' states 
that in his acquaintance with boxing in a boys 
club in London over a period of seven years the 
most severe injury, he has seen has been a broken 
nose. He also cites the London inter-university 
boxing competitions held every year for over 50 
years and from which he believes there have been 
no permanent injuries, In a further communication, 
Blonstein et al.2? revealed that there have been 
only seven deaths in 13 years of boxing in Great 
Britain, and they feel that this is a good record. 
This can be compared with a recent report given 
to the American Football Coaches Association?* in 
which it is stated that football in the U.S.A. claimed 
29 lives in the year of 1959 alone. In this respect 
boxing appears to compare favourably with other 
sports. 


Social Aspects 


Human nature being what it is, man’s natural 
antagonism will for some time yet require an outlet 
for expression, Social workers and the courts can 
supply ample evidence of the ways in which some 
youths rid themselves of this unfortunate tendency. 
Organized and properly controlled competitive 
boxing appears to be an excellent way of guiding 
antagonistic and antisocial attitudes along the right 
channels. It is interesting to note that the majority 
of youths who enter boxing and most often make 
it a career are from low-income families and 
frequently from disrupted families. The training 
prerequisites for boxing include rigorous physical 
and mental discipline. To lose one’s temper with 
an opponent in the ring is often a reason for being 
defeated. If supervised correctly, perhaps boxing 
can be used to strengthen a young man’s character 
and make him a better citizen. 
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The Status of the Amateur Boxer 


The following is a definition of an amateur as 
stated in the A.A.U. of C. rules governing boxing: 

“An amateur is one who has never competed for 
a money prize, staked bet, or declared wager; who 
has not competed with or against a professional 
for any prize (except with the express sanction 
of the Amateur Boxing Association of the nation 
of which he is a member), and who has never 
pursued or assisted in the practice of athletic 
exercises as a means of obtaining a livelihood or 
for pecuniary gain. Athletic exercises are all kinds 
of sports administered by recognized Amateur 
Federations of National Associations.” 


The failure to adhere strictly to this definition.. 


has been responsible, in the past, for many un- 
desirable features which in most instances result 
in a boxer’s receiving an unnecessary injury and 
possibly a permanent disability. Bronstein and 
Clarke,* in a study of amateur boxing over a 
number of years, state that in their experience they 
have never seen the “punch-drunk” state in an 
amateur boxer. This is probably true because the 
status of most of the boxers included in their study 
was truly an amateur one. In our own experience in 
Manitoba, however, we know of one case of a 
young boxer in his early thirties who is “punch- 
drunk” and has since become completely antisocial. 
Although he has participated in many unsanctioned 
“amateur” ‘erly is not an amateur in fact, or by 
definition. This unfortunate man is the victim of 
the unscrupulous actions of some managers and 
promoters, Fortunately the latter are in a minority, 
but this small minority has been responsible for 
the physical and mental ruination of many a young 
boxer. This can be brought about in many ways. 
Persuading a promising amateur to turn profes- 
sional when he is not of good enough calibre 
may cause him to receive unnecessary punishment. 
The boy may make a little money, but certainly 
his manager will make more. The boy will end 
up fighting encephaJopathic thugs and will quickly 
become one of them, incapable of earning a living 
by boxing or by any other means. 

Another example is the good amateur who is 
persuaded to fight in a club match, as a crowd 
attraction, and who accepts “expense” money as 
an incentive. This boy is no longer an amateur 
under A.A.U. of C, rules and, what is more im- 
portant, he is no longer an amateur in spirit. He 
will soon fight only for money, in competitions 
unsponsored by a responsible body, and will conse- 
quently be hurt. 

Yet another example concerns self-appointed 
“trainers”. The knowledge of boxing possessed by 
many of these individuals is often limited to their 
ability in appraising potential gate receipts. Some 
of these men do not even know the rudiments of 
self-defence in boxing. 

A further evil concerns the inability and ineff- 
ciency of some referees. These compose, fortun- 
ately, only a small minority of men, who from 
ignorance fail to stop a fight when a boxer is 
getting a severe hurt. This sometimes stenis from 
a reluctance to face criticism from spectators who 
see a fight stopped just when they consider that 
it is getting exciting. Unfortunately, in boxing the 
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opinion of the masses is very often wrong. In other 
instances, it arises from sheer ignorance and in- 
sufficient knowledge as to when a boxer is severely 
hurt and when a fight should be stopped. A boy 
who is a seasoned boxer and who has had a large 
number of fights may often be seriously hurt and 
yet appear to be boxing quite well and moving 
quite well in the ring. This is only because of his 
conditioned reflexes through his training and in 
the subsequent few seconds of the fight he may 
receive punishment, sometimes severe enough to 
disable him for life. On the other hand, a novice 
will usually exhibit the results of a severe blow 
very quickly, his hands will drop, and he is obvi- 
ously unable to defend himself. In the latter 
instance the fight will often be stopped in time; 
in the former, however, it may be allowed to con- 
tinue, to the boxer’s detriment. 


Rules and Regulations Intended to Safeguard the 
Health of Boxers 


The following conditions are mandatory in any 
fight held under the auspices of the A.A.U. of C.: 

The gloves shall each weigh eight ounces, of which 
the leather portion shall not weigh more than four 
ounces, and the stuffing not less than four ounces. The 
stuffing of the gloves shall not be displayed or broken. 
The laces shall be tied on the outside of the back of 
the wrist of the gloves. 

A soft surgical gauze bandage not exceeding 15 
feet in length or two inches in width may be worn on 
each hand. No other kind of bandage may be used. 
The bandage may be held in place with tape only in a 
manner rigidly specified. 

Gum shields may be worn and a cup protector must 
be worn. 


Medical Examination 


Every boxer shall be medically examined immedi- 
ately before weighing-in. The physician or medical 
officer concerned shall certify as to each competitor's 
fitness to fight. 


Procedure Following Knock-outs 


In all cases where a boxer is knocked down and 
counted out or where a bout is stopped because of a 
“knock-out”, the boxer shall be examined by the 
medical officer or physician in attendance immediately 
after he leaves the ring. If necessary the boxer shall be 
detained overnight for observation. 

A boxer who has been knocked out during a contest 
shall not be permitted to take part in competitive 
boxing for a period of at least four weeks after he has 
been knocked out. 

A boxer who has been knocked out twice in a period 
of three months shall not be permitted to take part in 
competitive boxing during a period of three months 
from the second “knock-out”. 

A boxer who has been knocked out three times con- 
secutively shall not be allowed to take part in com- 
petitive boxing for a period of one year from the third 
knock-out. 

Before resuming boxing after any of the periods of 
rest prescribed in the three preceding paragraphs a 
boxer must, following a special examination, be certified 
by a medical officer or physician as fit to take part in 
competitive boxing. 
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Medical Officers and Physicians 


The medical officer or physician appointed must: 

(a) Examine each competitor at the weighing-in 
and sign a certificate that he is “fit to fight”, 

(b) Attend all bouts, and be seated at the ringside, 
and 

(c) Ensure that the ring is clean and all equipment 
used is sanitary. 


The medical officer or physician has the power to 
delay the meeting until all sanitary details are attended 
to. 


The referee may request the medical officer’s or 
physician’s advice at any time during a bout. 


It can be seen that a great deal of care is taken 
to protect amateur boxers from any serious hurt 
while boxing. However, these rules and regulations 
themselves are subject to great variation, and a 
cursory medical examination or a slight “bending” 
of the rules can be serious. In view of this, we 
would like to suggest the following medical stand- 
ards and requirements for amateur boxing in 
Canada, as an addition to the existing A.A.U. of C. 
boxing rules and regulations. 


Suggested Additional Medical Standards and 
Requirements 


Basic standards and requirements before medical 
examination.—These should apply not only to 
boxers, but also to referees and judges. It is obvious 
that the examination of two boxers who are found 
to be fit, and who subsequently fight each other 
under the ruling of an unfit referee, are liable to 
receive unnecessary punishment. Referees and 
judges should be periodically examined as to their 
medical fitness and knowledge of the rules together 
with strict adherence to the rules. These exami- 
nations should be made every two years. 

Ring-side medical supervision.—At all times a 
competent medical adviser should be present. He 
must constantly watch every phase of any contest 
and be aware of the differences of reaction in 
different boxers who are hurt. 

Repeatedly hurt boxers.—There should be a 
periodic examination and evaluation of these boxers. 
If they have been constantly losing and/or have 
been knocked out twice within a period of three 
months or have suffered repeated injuries to the 
same area of the body, e.g., supraorbital cuts, they 
should be advised to stop boxing for good. 


Ring-side equipment.—The felt padding used 
beneath the canvas at present is felt by some to 
be insufficiently protective, particularly for a person 
falling from a knockout and sustaining a further 
blow by hitting his head on the floor. There is 
some suggestion that plastic fibre-board padding 
is more protective in this regard. This should 
certainly be investigated. The wearing of properly 
fitting mouthpieces by boxers during a fight should 
be mandatory rather than voluntary. The weight 
of gloves used in amateur contests should be in- 
creased to 10 ounces from the previous 8 ounces. 
This will reduce the incidence of knockouts and 
severe injuries. 
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Signs and symptoms of boxing injuries.—A pam- 
phlet should be compiled by authorities in the 
various specialty fields, composed of: 


(a) A description of the signs and symptoms 
exhibited by boxers who are severely hurt in the 
ring. 

(b) Suggestions as to the best methods of en- 
suring maximum safety, from a medical point of 
view, of all those engaging in amateur boxing. 

This pamphlet should be in the nature of guid- 
ance to medical men who are asked to supervise 


amateur boxing in Canada under the auspices of 
the A.A.U. of C. 


COMMENT 


It appears imperative that some guidance should 
be given by the medical profession as to the real 
or apparent dangers of the sport of amateur boxing. 
It can be seen from the above review of the 
literature that in most instances no clear-cut dis- 
tinction is made between amateur boxing as a 
sport and professional boxing as a livelihood. It is 
felt that before any guidance is given, the relative 
merits of amateur boxing as a rigorous competitive 
sport be weighed against its possible health haz- 
ards, bearing in mind that adequate supervision 
and regulation may entirely eliminate the latter. 


SUMMARY 


The types and incidence of injuries sustained in 
competitive amateur and professional boxing are re- 
viewed, and their significance is discussed. 


The rules and regulations of the Amateur Athletic 
Union of Canada, designed to prevent such injuries, 
are briefly outlined. 


Recommendations as to how these injuries may be 
further reduced are also made. 

It is suggested that a comprehensive study be made 
as to whether true amateur boxing, as distinct from 


professional or semi-professional, is a safe athletic 
pursuit. 
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436 Case REPORTs: 


WEL tT ae 


POSTURAL HYPOTENSION 
IN PREGNANCY* 


HARRY OXORN, M.D., F.R.C.S.[C.], Montreal 


IN LATE PREGNANCY a syndrome has been observed 
which resembles shock in many respects, but 
differs in that there is no serious associated 
disease, and intensive treatment is unnecessary. 
Recognition of the benignity of this condition will 


preclude needless emergency surgery. The clinical” 


picture is one of hypotension when the patient lies 
on her back, and rapid recovery when she turns 
on her side. This situation has been described as 
“postural shock in late pregnancy” or the “supine 
hypotensive syndrome”. 

While the cardinal features are the low blood 
pressure and the rapid pulse, a variety of associ- 
ated symptoms have been noted.* These include 
dyspnoea, faintness, pallor, sweating, muscular 
twitching, nausea, vague sensations in the epigas- 
trium, abdominal pain, backache, and pain or 
numbness in the arms. 


Mrs. B.N., a 23-year-old white gravida 2 para 1, 
was admitted to the Women’s Pavilion of the Royal 
Victoria Hospital on November 26, 1958, for elective 
repeat Cesarean section. The expected date of con- 
finement was December 6, 1958. The indication for 
the first Caesarean section was feto-pelvic disproportion 
complicated by posterior position of the occiput. 
On admission the patient was in good physical 
condition. The blood pressure was 106/72 mm. Hg 
and the pulse rate 92. The baby presented cephalically 
and the fetal heart was regular and of good quality. 

On the morning of November 28, 1958, the anzs- 
thetist found the patient’s systolic blood pressure 
to be 80 mm. Hg, the diastolic unobtainable, and 
the pulse rate 120 per minute. The patient was in no 
distress. Ephedrine, grain *4, was given subcutaneously 
with no effect on the blood pressure, but the pulse rate 
rose gradually to 160. Having read about postural 
hypotension in late pregnancy, we turned the patient 
on her right side. The blood pressure rose immediately 
to 130/70 and the pulse rate slowed to 90. When the 
patient was again placed on her back, the blood pres- 
sure fell to 80 systolic and the pulse rate climbed to 160. 
This change in position was repeated several times 
with identical effects. The patient was amused by this 
as she experienced no subjective symptoms. 

The plan to use spinal anesthesia was abandoned 
lest further hypotension result. The abdomen was 
opened using 1% procaine as local anzsthesia, supple- 
mented, just before incision into the uterus, with 
sodium thiopental by vein, and cyclopropane by in- 
halation. Through a low transverse uterine incision a 
3800-gram boy was delivered easily. The baby breathed 
and cried immediately, and remained in excellent con- 
dition. 


*From the Department of Obstetrics and Gynecology, Royal 
Victoria Hospital and McGill University, Montreal. 
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During the operation the blood pressure remained 
stable at 80 systolic and near zero diastolic, and the 
pulse rate was constant at 160. As soon as the baby 
was delivered, the pulse rate slowed gradually to and 
remained at 80, and the blood pressure rose to 120. 
The immediate postoperative period and the puer- 
perium were uneventful. Lying on the back did not 
affect the blood pressure or pulse. The patient was 
discharged on the tenth day. 


DISCUSSION 


The suggested explanations of this condition are 
neurogenic,' cardiovascular,” ** or both acting in 
concert.» The neurogenic theory holds that the 
syndrome is caused by a sympathetic reflex pro- 
duced by pressure stimulation of the nervous 
structures situated behind the heavy pregnant 
uterus. Proponents of the favoured cardiovascular 
theory suggest that the pregnant uterus, by pressing 
on and compressing the inferior vena cava, leads 
to an increased blood volume in the lower limbs, 
decreased venous return to the heart, reduced 
pressure in the right auricle, lowered cardiac out- 
put, a fall in the systemic blood pressure, and 
lessened blood flow in the arms. 

In the flaccid non-contracting state, the pregnant 
uterus bulges over the vertebral column, and may 
compress the inferior vena cava.? During a con- 
traction the firm uterus sits on the spine and does 
not press on the large vessels. Hence the syndrome 
may be seen before labour and in early labour, 
when the contractions are mild, irregular, and far 
apart.’ It is observed rarely during well-established 
labour when the uterine contractions are hard, long, 
and close together. Manual lifting of the uterus off 
the inferior vena cava has relieved the hypotension 
even when the patient remains supine.’ Conversely, 
a fall in blood pressure has resulted from pressing 
the uterus posteriorly when the patient lies on her 
side.’ There is complete relief when the uterus is 
emptied. 

This syndrome was noted to take place in 11% 
of pregnant women at term when they lay supine 
for 3 to 11 minutes.” Since it depends on the pool- 
ing of blood in the lower limbs associated with 
an increasingly poor venous return to the heart, 
the crisis does not appear immediately the patient 
is placed on her back, but takes from a few minutes 
to half an hour to develop. In treating pregnant 
women for shock from other causes it may be 
advisable to keep them from lying on their backs 
for prolonged periods of time.* A mild degree of 
postural hypotension may be the reason why some 
women in labour prefer lying on their sides. 

Experimental ligation of the vena cava in the 
pregnant bitch in late pregnancy produced a 
dramatic fall in blood pressure.? This did not take 
place in the non-pregnant animal. 


SUMMARY 


A case is reported of postural hypotension during 
late pregnancy. 
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FAMILIAL OCCURRENCE OF 
ABNORMAL PLACENTATION AND 
FETAL MALFORMATIONS, 
OBSERVED IN BAFFIN 

ISLAND ESKIMOS 


OTTO SCHAEFER, M.D., Edmonton, Alta. 


MALFORMATIONS, such as cleft palate and harelip,’ 
coloboma of the iris,’ * congenital heart disease,’ ” 
urogenital malformation, 1 and Laurence-Moon- 
Bied] syndrome,’ have been described in Canadian 
Eskimos. I have stressed in previous publications the 
high incidence of malformations and of dysgenetic 
neoplasms in Canadian Eskimos, particularly in 
certain regions of the central Arctic.’ * 


Complete or partial retention of the placenta 
with severe hemorrhage is by far the most common 
obstetrical complication in central and eastern 
Arctic Eskimos. I have collected accounts of this 
complication from Spence Bay, Igloolik, Cape 
Dorset, Lake Harbour, Sugluk and Pangnirtung in 
recent years. Indeed the condition must have been 
quite common in these areas for a long time, as 
many old Eskimo women living there have acquired 
experience and great skill in manual removal of the 
placenta.’ 


The purpose of this short communication is to 
report the association of abnormalities in maternal 
placentation with fetal development found in a 
number of families on Baffin Island. To my knowl- 
edge, such a combination has not yet been reported. 
No satisfactory explanation, i.e. a common cause 
for the disorder of maternal placentation and the 
fetal abnormality, is provided here, but the cases 
would suggest the existence of some causal relation 
‘rather than chance association of these disorders. 


I first noticed this association during the eastern 
Arctic patrol of 1955, in Lake Harbour on the south 
coast of Baffin Island, where we picked up a three- 
month-old Eskimo boy with a harelip and complete 
cleft palate. We were told that the mother had died 
of postpartum hemorrhage “because the native 
midwife could not get all of her afterbirth out”. I 
inquired later about her previous delivery at Cape 
Dorset, from where she originally came, and was 
told that after her first delivery she had experienced 
a similar, severe hemorrhage, but recovered after 
undergoing a difficult manual removal of the 
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placenta. The baby had died shortly after birth; 
he also had a cleft palate and was “apparently quite 
abnormal”. 

I did not pay much attention to this combination 
of placentation and fetal abnormalities at that time, 
shrugging it off as a chance association of two 
independent disease processes. The opportunity, 
however, to see more such cases in the Cumberland 
Sound and Davis Strait area in central Baffinland, 
while stationed as resident medical officer in Pang- 
nirtung, N.W.T., alerted me to the possibility that 
more than a chance association of fetal abnormali- 
ties and postpartum hemorrhage existed. I com- 
piled family histories of these cases with the help 
of my old Eskimo guide and medical helper and 
other Eskimos. Table I shows the family group to 
which most of our cases belonged. 

The first generation consisted of five sisters, three 
of whom died of postpartum hemorrhage. Several 
brothers died as babies. The exact number, as well 
as the cause of death, could not be clarified. It 
must be explained here that it is very difficult to 
get information from Eskimos about abnormal con- 
ditions, and in particular about disfiguring mal- 
formations, which may have occurred in their 
families. They tend to withold such information 
for fear of being ridiculed. A malformed child is 
felt to reflect inferiority of the parents. The doctor, 
police and other Eskimos may never hear of such 
a baby born in a remote camp, particularly if 
it is grossly malformed. Chances for survival, slim 
enough in their primitive environment, are certainly 
not improved by this attitude. I wondered also 
about the fact that all the living Eskimos with cleft 
palates and other malformations, whom I saw, were 
less than 25 years old, which means that they were 
born after the arrival of missionaries, police and 
family allowances, which created more interest in 
keeping “misfits” alive. 

There was only one case of cleft palate in the 
Cumberland Sound area, Isayasie, E6-210, a 21- 
year-old male, who did not belong to the family 
group depicted in Table I. His mother almost bled 
to death after his delivery. The placenta could be 
removed only with great difficulty. Thus the same 
combination of abnormality of fetal development 
and maternal placentation seen in the Lake Har- 
bour case and in a number of cases depicted in 
Table I was found here in another unrelated family. 


DIsCcuSssION 


One may wonder if a bleeding disorder could 
have caused that postpartum hemorrhage. I ex- 
amined, in the case of Martha, E6-198, and Sheela, 
E6-48, the bleeding and clotting times and platelet 
counts. All values were found to be within normal 
limits, and there was no history of undue bleeding 
on other occasions of trauma. These two women 
were examined after I had removed—under great 
difficulty — their placente. In both cases the 
placentz were found to be firmly adherent in the 
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fundus region, and it proved impossible to remove 
them in toto and untorn. I am therefore inclined 
to call this a partial placenta accreta. 


Also, atony of the uterus could not account for 
the postpartum bleeding in our cases, as good con- 
traction was observed after the last pieces of the 
placentz had been removed. 


No attempt will be made to discuss the possible 
hereditary mechanisms involved. One fact of pos- 
sible importance should be mentioned: much in- 
breeding occurs in the relatively small and isolated 
population groups in the Arctic. Practically all our 
Cumberland Sound Eskimos are related in some 
degree, although they tried very conscientiously to 
avoid marriages between close relatives. However, 
the same combination of pathological placentation 
in the mother and fetal abnormalities was noted 
not only in several families from Central Baffin 
Island (E6-district), but also in one family several 
hundred miles to the south-west in the E-7 district 
on the south coast of Baffinland. 


I do not have a satisfactory explanation for the 
occurrence of this combination, because it is diffi- 
cult to imagine a common cause for both abnor- 
malities. Two known embryological facts come to 
mind, however, in this connection: (1) the placenta 
is essentially of fetal origin; (2) fetal malformations 
have been produced by interfering with the oxygen 
or blood suply of the placenta.° 

The case of Sheela, E6-48, is of particular inter- 
est in this respect, as she was not related by birth 
to the family group with the multiple postpartum 
deaths and fetal abnormalities. She was married to 
a man whose mother had died of postpartum 
hemorrhage and whose brother had a cleft palate. 


SUMMARY 


Abnormal placentation and fetal malformations were 
observed in association in three different family groups 
of Baffin Island Eskimos in the Canadian Eastern 
Arctic. The relationship of most of the observed cases 
is demonstrated in a Table. The possibility of a com- 
mon causative factor for this previously undescribed 
familial combination must be considered but cannot 
be defined at this time. 
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SHORT COMMUNICATION 


POLYCESTRADIOL PHOSPHATE IN 
THE TREATMENT OF CARCINOMA 
OF THE PROSTATE 


J. P. BOURQUE, F.R.C.S.[C.], F.A.C.S., 
F.I.C.S.,* Montreal 


PoLYcesTRADIOL phosphate is a long-acting cestro- 
gen obtainable in an injectable form, Estradurin. 
Releasing a natural cestrogen, it maintains efficient 
blood levels owing to its sustained and continuous 
liberation from the reticuloendothelial system 
where it seems to be picked up and temporarily 
stored. 


CasE MATERIAL AND METHOD 


We have used the drug for the past three years 
in 62 patients with carcinoma of the prostate, all 
histologically proved. These patients were grouped 
as follows: 


Group 1: Urinary symptoms only and normal 
acid phosphatase levels (32 patients). 


Group 2: Metastatic pains only, elevated acid 
phosphatase level, and without evidence radio- 
logically of metastases (12 patients). 


Group 3: Urinary symptoms, pain from meta- 
static lesions, elevated acid phosphatase level and 
radiologically evident metastases in the pelvis and 
the spine (18 patients), 

Of these 62 patients, 56 underwent a palliative 
operation (a transurethral subtotal prostatectomy ) ; 
three of group 1, a radical perineal prostatectomy; 
three of group 3, a bilateral subcapsular orchi- 
ectomy because nothing could be done locally. 


The dosage used in group 1 was the recom- 
mended one, i.e. 40 mg. intramuscularly once a 
week, The patients of group 2 received the drug 
twice a week. When there was no improvement 
with the prescribed dosage, those in the third 
group, who were in desperate condition, received 
the drug once a day for periods of three to four 
weeks as intensive treatment, which was followed 
by two injections a week. 


RESULTS 


The results obtained in this series of patients 
were encouraging. Forty-one patients (66.1%) are 
still alive and comfortable; they have continued to 
receive the treatment at the rate of one or two in- 
jections a week for the past three years without 
disagreeable side effects. Six patients (9.6%) died 
during the second year of treatment, and 15 pa- 
tients (24.3% ) died during the third year of treat- 
ment. 


*Chief and Director of the Service of Urology at the H6tel- 
Dieu Hospital, and professor of urology of the Medical 
Faculty of the University of Montreal. 
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In three patients of group 1, in whom there was 
but a slight degree of diffusion, the cestrogen re- 
duced the tumour size sufficiently to permit radical 
surgery (ie. a radical perineal prostatectomy). 
The patients have remained well since. 

In the 38 remaining patients, also alive and well, 
we observed a general clinical improvement. From 
rectal examination 22 were found to have a degree 
of regression of the tumour while in 16 it had not 
increased in size and the degree of local spread 
seemed to remain unchanged, 


Of the 30 patients with pain due to metastases 
there was a marked diminution in pain in 11, and 
in 18 the pain disappeared completely and has 
remained so; but in one patient it seems that the 
treatment accelerated progression of tumour 
growth, as the patient died a few rionths after 
the start of the treatment with a prostatic tumour 
three times as large as initially. 


DIscussION 


After three years’ experience with polycestradiol 
phosphate (Estradurin), we believe that the re- 
sults obtained are about the same as those observed 
with other oestrogens, but with this difference, that 
we could administer very high doses of the drug 
for long periods without noticeably important or 
disagreeable side effects. 

We did not observe gynecomastia of a degree 
sufficient to warrant cessation of treatment. Pa- 
tients did not complain of disagreeable perineal 
sensations or gastro-intestinal disturbances. In con- 


trolling pain, the cestrogen has given us the best 
results. 


In a few cases, the acid phosphatase level was 
not influenced even when pain was diminished. In 
others, the pain disappeared without noticeable 
radiological changes at the site of bone metastases 
and without much noticeable change in the acid 
phosphatase level. 


CONCLUSIONS 


Polycestradiol phosphate (Estradurin) is as 
effective as other oestrogen products that we have 
used in the treatment of cancer of the prostate, 
and it was found superior to the others in three 
respects. (1) Very large doses for long periods 
were administered without noticeable side effects; 
(2) the degree of gynzecomastia observed was 
never important enough to require cessation of 
medication; (3) the relief of pain due to metastases 
was more effective than with the other cestrogens 
tried, and this was accomplished without the dis- 
agreeable side effects of perineal sensations and 
gastro-intestinal disturbance. 
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Wuat PATIENTts THINK OF DocTrors 


“When one’s all right, he’s prone to spite 
The doctor's peaceful mission; 
But when he’s sick, it’s loud and quick 
He bawls for a physician.” 


Eugene Field (1850-1895): Doctors, Stanza 2. 


ROBABLY patients have had mixed feelings 

about physicians since time immemorial. The 
physician is associated in their minds with emer- 
gencies, pain and illness. On the other hand, he is 
also associated with happy events like the birth of 
babies, the relief of pain, and the cure of disease. 
In these days of radio, television and the ubiquitous 
press, the physician has again become the man of 
magic but now he is a scientific magician. This 
being an age of science, the patient tends to exag- 
gerate the powers of this new magician. Patients, 
in general, seem to be unaware of the existing 
limitations of therapy. They often expect to recover 
from most illnesses in about three days, and if they 
are not well by that time, a number want either 
laboratory tests or a new doctor, whether these 
are necessary or not. And if they have not re- 
covered within this stated time the physician 
occasionally still gets the blame in the same way 
as he did in the last century, when his therapeutic 
efficiency was extremely limited. 

There is a tendency at present to think that in 
the good old days the public and the medical pro- 
fession were quite content one with the other. As 
Richard Shryock® shows in his paper on the public 
relations of the medical profession in Great Britain 
and the United States, 1600 to 1870, nothing could 
be further from the truth. The relations now obtain- 
ing are probably more amicable than they ever 
have been. 

Dr. Ffrangcon Roberts‘ notes that the surgeons 
at the battle of Agincourt ranked between the shoe- 
makers and the washerwomen, certainly no high 
status. The goldheaded cane was conspicuous 
enough in Pall Mall to inspire the satirical brush 
of Hogarth, but that it was the customary adorn- 
ment of doctors in general is hardly credible. The 
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surgeon was someone to be “fetched” when the 
occasion arose. Unlike the Church, the Services and 
the Bar, Medicine was always completely devoid of 
privilege, patronage and sinecures in Britain and 
therefore never considered a suitable outlet for the 
energies of lucrative indolence of the cadets of the 
aristocratic families. 

The early American medical schools were of 
very mixed efficacy.’ The relatively old medical 
schools had to deal, especially during the nine- 
teenth century, with the increasing competition of 
a growing crop of new medical colleges, whose 
interest in fees apparently led them to shorten their 
courses and otherwise to cheapen their degree. 
This situation grievously influenced medical pres- 
tige. A somewhat analogous situation existed in 
England, where poorly trained apothecaries were 
allowed into general practice. 

In the United States, by 1840, there was a grow- 
ing protest against physicians and their physic. 
Open attacks appeared in the press.’ A New York 
State paper claimed that the doctors tried to keep 
their patients ill, One of the large dailies waxed so 
indignant as to declare that the entire medical 
guild was a stupendous humbug. There were per- 
sistent charges, not only that the standards of medi- 
cal training were low, but that there was still nearly 
as much quackery within the profession as without. 

In Ontario a somewhat similar situation existed. 
After the Treaty of Versailles in 1783, many United 
Empire Loyalists came from across the border 
into Canada. However, few medical men came 
with them. As late as 1815 there were not more 
than 40 qualified men in the Provinces. Quacks 
flourished. A Medical Board was established and 
convened at York (Toronto) on January 4, 1819." 
It was some time, however, before the activities 
of quacks in various parts of Ontario were restricted 
or limited. The following comments on medical 
quacks are from the pen of that stalwart Scot, 
Bishop Strachan,? who contributed so much to 
Ontario in the early days of the nineteenth century: 

“They comprehend not the causes or nature of 
diseases, are totally ignorant of anatomy, chemistry 
and botany; they know nothing of classical learn- 
ing or general science. Where shall you find one 
among them attending particularly to the age, con- 
stitution and circumstances of the patient, and 
varying his prescriptions accordingly? It is, indeed, 
preposterous to expect judgement and skill, a nice 
discrimination of diseases or a proper method of 
cure from men who have never been regularly 
taught, who cannot pronounce, much less explain, 
terms of the art they profess; and who are unable to 
read the books written upon the subject.” 

When the first state medical societies were 
organized in America, the public viewed this as a 
purely selfish professional motive. They simply 
would not believe that one of the prime purposes 
of such organizations was to make possible the 
clear distinction between regular and irregular 
practitioners. In England, order out of chaos in 
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regard to medical licensure was brought about 
in 1858 with the passing of the Medical Act. By 
skilful leadership the British Medical Association 
succeeded in completely reforming the practice 
of medicine in Britain, imposing a satisfactory 
code of qualifications and ethics, and raising the 
social status of physicians out of all recognition. 
The Canadian Medical Association was established 
in 1867. It has performed a similar function in 
Canada, in association with Provincial Medical 
Associations, 

In general, during the nineteenth century, the 
medical profession was low in public esteem. The 
low pay of English Poor-Law doctors was notorious. 
Physicians in the United States Army, Medical and 
Marine Hospital Services were inadequately re- 
warded in both rank and salary. During the war 
between the United States and Mexico, every 
regular army officer was promoted, except the 
medical men, of whom not one was advanced.® 

A sidelight on the status of physicians in Ontario 
is provided by the history of the cholera epidemic 
at St. Thomas, Ontario, investigated by Dr. T. J. 
Bowman, in 1832.° He had to go to Port Stanley 
for the medicines, receiving twelve shillings and 
sixpence for the journey. For attendance on patients 
the Medical Board gave him as final payment six- 
teen pounds, two shillings and sevenpence, but 
only on condition that he handed back the medi- 
cines he had not used to Colonel Bostwick at the 
Port Stanley Hospital. 


What ultimately greatly helped to improve the 
status of the physicians in general was the scientific 
development during the latter part of the nineteenth 
century and the application of such scientific de- 
velopment to problems of sanitation and public 
health. The physicians who carried out this work 
contributed greatly to the increase of medical 
prestige. The public saw now that doctors were 
interested in public service not related to the collec- 
tion of fees. And it was the application of the 
principles of hygiene and sanitation which were to 
change the world, because these disciplines pre- 
vented infectious disease amongst the masses to a 
degree never before experienced in the history of 
man. And it was obvious, even to relatively ignorant 
people, that this had been done by the physicians. 

In the modern scene, in which good public health 
services are accepted, and have been forgotten by 
the man in the street, the emphasis is again upon 
fees. People seem to be keen to pay surgeons and 
the surgical specialties because cases in these fields 
are spectacular. To a lesser extent, some will readily 
pay tthe pediatrician because he looks after chil- 
dren. But the internist appears to be at a disad- 
vantage. His work is not spectacular. He can, 
however, regain some of his prestige if he takes 
an electrocardiogram, does a basal metabolic rate 
determination, a radioactive iodine test, or if he 
orders laboratory procedures, especially ‘tests in 
current conversation, like serum cholesterol levels. 
In a way he is forced into doing unnecessary pro- 
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cedures by his patients, who tend no longer to 
believe in the physician’s brains, his experience 
and his unaided senses. The less educated patients 
tend to have a magnified view of the physician’s 
powers, while some of those who are better edu- 
cated or with more money, have no faith in any 
particular physician. They have no faith in any- 
thing. They prefer to have the attention of groups 
of uncoordinated specialists, who do not quite fit 
the situation, because far too often they are like 
a committee without a chairman, No one is re- 
sponsible. These patients go for the big names in 
medicine and they want a great deal from their 
physicians, not infrequently expecting them to 
work outside their particular field. These people, 
who do not have a personal physician, are the 
most critical of the profession, as was shown in the 
recent survey sponsored by the American Medical 
Association. 

As has been stated by Renee Fox,? in Western 
society, where disease is presumed to yield to 
application of scientific method, the doctor is re- 
garded as an expert, a man professionally trained 
in matters pertaining to sickness and health, and 
able by his medical competence to cure our ills 
and keep us well. But such a Utopian view of the 
physician is at variance with facts. His knowledge 
and skill are not always adequate and there are 
many times when his most vigorous efforts to 
understand illness and to rectify its consequences 
may be of no avail. Despite unprecedented scienti- 
fic advances, the professional life of the modern 
physician is still full of uncertainty. 

There are two basic types of uncertainty. The 
first results from imperfect or incomplete mastery 
of available knowledge. Obviously no single in- 
dividual can encompass all medical knowledge. 
The second type of uncertainty depends on cur- 
rent limitations of medical knowledge. The third 
cause of uncertainty derives from the first two. 
It consists of difficulty in distinguishing between 
personal ignorance or ineptitude and the limita- 
tions of present medical knowledge. 

What we should next consider is the reaction 
of the patient to the physician in various settings. 
The following observations are from a study by 
two social scientists on the physician-patient re- 
lationships in the surgical service of a teaching 
hospital in the United States. In this hospital, 
and no doubt in so many others, it is only on rare 
occasions that the house statf physician and the 
patient meet in a private unhurried conference to 
discuss the diagnosis and plan of therapy. The 
plan of treatment, surgical in this case, is usually 
presented to the patient as a fait accompli, ac- 
companied by the request for a signed consent 
to the procedure, In this situation patients seldom 
ask questions of the house physician, yet many 
have doubts and fears which they do not discuss. 
Patients feel that they do not wish to bother 
the doctor with their questions. The house physi- 
cians interpret the patient’s silence as meaning that 
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they have no problems, This is clearly a most 
superficial interpretation. Experienced nurses in 
the surgical wards agree that patients frequently 
feel isolated, and that they are nervous and anxious. 
Many questions are put to nurses, about diagnosis, 
prognosis and medications, which the nurses do 
not feel they are able to answer. When these are 
referred to the house physicians, in some instances 
nurses are told to answer the questions themselves. 
On other occasions the physician will indicate that 
he will speak to the patient himself, which quite 
often he will not do. This may be due to the many 
tasks of the house physician, but it also means that 
talking to patients is low on his list of priorities. 


In this state of lack of sound information from ~* 


professional sources the patients rely on other 
patients for technical information, a case of the 
blind leading the blind. In the hospital setting, 
techniques tend to overshadow human needs and 
many young physicians seem to be unaware of 
stress and anxiety in patients. From this emerges 
that in the instruction of medical students the 
socio-psychological nature of the treatment situ- 
ation, whether in the hospital, the clinic, or the 
office or the surgery, should be stressed again 
and again. It is an interpersonal relationship of 
which the physician must be fully conscious at 
all times. And he should learn this as a student. 
A physician can and should have a significant 
influence on the patient's thinking and motivation 
about his own health. 


A student can adequately learn these attitudes 
only from his teachers, and these clinical teachers 
are the models on whom students base their con- 
duct. They should at all times be aware of the fact 
that sympathetic understanding of the patient is 
as important as the treatment of the particular 
disease, or the excision of a particular diseased 
organ, To put it somewhat differently, patients are 
living, sentient beings, with hopes and fears, loves, 
hostilities and hatreds, at times filled with worry 
and at other times happy and free from care. They 
are not merely objects who have come to the body- 
shop in order to have their valves ground, or their 
motors retuned. Some patients do seem to think 
that this is the function of various specialists. They 
are grievously misled by the mechanical analogy 
of the age in which they live. Physicians should 
not fall into the same trap. W. H. leR. 
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Hay Fever: THE “PoLLEN INDEX” AND 
THE “POLLEN Count” 


Every year about this time a plague of sniffles, 
sneezes and wheezes dampens the joys of vacation 
for thousands of Canadians in a relentless flow 
of lacrimation and rhinorrheea. In short, this is the 
season of the annual festival of ragweed. 


The Pollen Survey Committee of the American 
Academy of Allergy and Abbott Laboratories have 
published in a recent report the details of an ex- 
haustive study of ragweed pollen prevalence in all 
of the continental United States and every Cana- 
dian province. For each of the communities studied 
the degree of aerial pollen pollution has been ex- 
pressed in terms of a “ragweed pollen index” based 
on three factors which directly affect individual 
pollen exposure, viz. the length of the ragweed 
season, maximum aerial concentration of pollen 
and total pollen catch on test slides throughout 
the season. Any city or community with an index 
above 10 is no place for a hay fever victim. Those 
with an index between 5 and 10 are regarded as 
“fairly good”, while indices below 5 are considered 
“good”, and below 1, “excellent”. 


Those areas in Canada with the highest pollen 
indices are located throughout most of southern 
Ontario as far north as Muskoka and lower Georg- 
ian Bay, the lower Great Lakes and upper St. 
Lawrence valley, and the southern portions of 
Quebec, particularly about the more concentrated 
centres of population. Ottawa and the upper Ot- 
tawa valley, northern Ontario, northern Quebec, 
the lower St. Lawrence, most of Manitoba, and the 
three maritime provinces have indices in the “fairly 
good” to “good” classification, many communities 
in these regions registering “excellent” indices. In 
practically all of the communities tested in Alberta, 
British Columbia, Newfoundland and Saskatche- 
wan the pollen index was in the “excellent” cate- 
gory. 

It is emphasized, however, that even in some 
regions with minimal pollution by ragweed pollen, 
other pollens may be prevalent with an equal 
capacity to evoke allergic respiratory miseries. 


Throughout the latter half of August and Sep- 
tember, in many communities the hay fever sufferer 
is regaled by daily radio and newspaper reports 
of the local “ragweed pollen count”, while his non- 
allergic fellow citizens must content themselves 
with a mere “humidity or discomfort index” as fuel 
with which to stoke their psychoneurotic fires. This 
daily “pollen count” is estimated by counting the 
grains of pollen in a one square centimetre area of 
a glass microscope slide lightly coated with petro- 
latum, after the slide has been left out of doors on 
an exposure device from 8 a.m. one day until 8 a.m. 
the next day. The “ragweed pollen count” is re- 
ported in terms of pollen grains per cubic yard, a 
figure obtained by multiplying the grains on one 
square centimetre of slide surface by a factor of 
3.6. This factor was determined experimentally 
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some years ago, and while it is not considered an 
accurate estimate of pollen concentration, satis- 
factory substitutes have not as yet been developed, 
though these are the subject of continuing studies 
by aerobiologists. Furthermore, the present 
methods reflect the atmospheric pollen concentra- 
tion for the previous 24-hour period and not that for 
the whole of the day on which they were esti- 
mated. For this reason, and because present sampl- 
ing techniques involve a considerable inherent 
error, as well as the fact that people differ greatly 
in their degree of sensitivity, “pollen counts” may 
not correlate at all consistently from day to day 
with any individual’s hay fever symptoms. 





Now Is THE TIME TO ERADICATE TUBERCULOSIS 


At a recent conference on tuberculosis control 
Dr, René Dubos, well-known microbiologist of the 
Rockefeller Foundation, expressed the opinion that 
the time is ripe now for an all-out effort to elim- 
inate tuberculosis, and that all available tools 
should be employed before the danger of epidemic 
resurgence of this disease is upon us. He pointed 
out that present conditions are very favourable 
because the general health of the nation is good, 
but that in 20 years it may be too late. The con- 
ference agreed that full use is not being made of 
existing facilities for diagnosis, treatment and 
follow-up. According to Dr. Dubos, the curve of 
the tuberculosis epidemic has reached its low point, 
at which it is most vulnerable to efforts aimed at 
its complete eradication, There is good evidence 
that the tuberculosis death rate, and probably its 
incidence as well, began to decline before Koch 
isolated the tubercle bacillus. Some deduced from 
this that, given enough time, tuberculosis would die 
out naturally—control programs or no control pro- 
grams. This view overlooks the fact that it is in 
the nature of epidemics to run in cycles, to die 
down but not to die out. 


The present generation is particularly fortunate 
in having available the means of eradication at a 
time when they can be most effective. Opportunities 
for early diagnosis and facilities for treatment are 
more adequate than they have ever been before. 
Drugs for arresting the disease have increased in 
number and effectiveness in the past 15 years. How- 
ever, postponement of an all-out attack on the 
disease using these weapons might well be penal- 
ized by resurgence of activity and virulence of the 
tubercle bacillus. Even now there is evidence that 
drug-resistant strains may be emerging and that 
not enough is being done to preclude their spread 
in the population. 
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Our New Honorary MEMBER 


The Executive Committee has exercised its consti- 
tutional function by electing to Honorary Member- 
ship in the Canadian Medical Association Major- 
General Georges P. Vanier, D.S.O., M.C., C.D., 
Governor-General ‘of Canada. General Vanier’s 
acceptance of this honour brings to three the non- 
medical Honorary Members of the Association, the 
other two being The Right Honourable Vincent 
Massey and His Royal Highness The Prince Philip, 
Duke of Edinburgh. 

Our Governor-General has served the country 
with great distinction during peace and war, and 
his elevation to the Vice-Regal appointment was 
received with satisfaction by Canadians in all walks 
of life. It is planned that his installation in the status 
of Honorary Membership will be a feature of the 
94th Annual Meeting in Montreal. 

In addition to the lay Honorary Members who 
have been mentioned, the roster contains the names 
of the following distinguished doctors: Sir Reginald 
Watson-Jones, London; Dr. Antoine Lacassagne, 
Paris, and Dr, A. O. Whipple, New York. 





THE New Look oF J.A.M.A. 


In an age when an atmosphere of intense, at 
times even vicious competition pervades the world 
of commercial journalism, it is relaxing and reassur- 
ing to contemplate the even tenor of relationships 
between colleagues in the medical journalistic field. 
That this highly desirable state of affairs cannot be 
claimed to result from particular virtues possessed 
exclusively by our profession goes without saying. 
Doctors are scarcely noted for their ability to get 
along with each other harmoniously within the pro- 
fessional family, particularly when they are engaged 
in similar pursuits which involve any element of 
competitive spirit. Whatever the reasons for such 
harmony as exists between medical journalists, we 
are pleased to accept it without attempting to 
analyze its origins. 

It will be our calculated policy, in the years to 
come, to attempt to cement even more firmly the 
bonds of friendship, cooperation and, we hope, 
mutually profitable interchange, with our editorial 
confreres in Canada and abroad. 

It is in this spirit that we record our recognition 
of the fact that our brother-in-communications, the 
Journal of the American Medical Association, has 
come out with a new cover design with its issue of 
July 2. Its attractive new facade represents the 
results of careful deliberation of J.A.M.A.’s editorial 
staff and the A.M.A. Division of Scientific Publica- 
tions, in consultation with professional experts on 
periodical cover design. It is part of a broader pro- 
gram of improvement of A.M.A. scientific publica- 
tions already evidenced by many new features in 
journal format. Our commendations and best wishes 
to J.A.M.A. and its editor accompany this report 
of their latest innovation. 
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LETTER TO THE EDITOR 


ARE CANADIAN PHYSICIANS WANTED 
ABROAD? 


To the Editor: 


This discussion was prompted by Dr. D. B. Stewart’s 
letter in the June 4 issue of this journal (82: 1187, 
1960). In writing to Dr. Stewart personally, I men- 
tioned the efforts on my part to secure a position within 
the British Commonwealth, With each letter of inquiry, 
I met with the same discouraging reply, as exemplified 
by the following letter from Dr. H. F. Bettinger, Direc- 
tor, the Royal Women’s Hospital, Melbourne, Australia: 


“From my travels through America, I would say that 
pathologists are there an even rarer species than here; 
that their salaries, even taking in regard the difference 
in the cost of living, are much better than here and I 
am therefore wondering what makes you think of 
coming to Australia. 

“There would be difficulties with your registration. 
There is unfortunately no reciprocity between the Uni- 
versity of Melbourne and the Canadian universities or, 
for that matter, the various State Boards of Registra- 
tion. The fact that you would be registerable with the 
General Medical Council in London (England) does 
not cut the red tape here in Melbourne.” 


Further, there seems to exist a great deal of con- 
fusion in the minds of individuals who are attempting 
to, let us say, engage medical help, in what registration 
requirements are. This is well pointed out in a quota- 
tion from a letter from the Hospital and Charities Com- 
mission, East Melbourne, Australia: 


“I regret to inform you that the Secretary, Medical 
Board of Victoria, has advised me that your medical 
qualifications are not registrable in the State of Vic- 
toria, and there is no reciprocity between any provinces 
of the Dominion of Canada and Victoria. 

“Whilst the registration, requirements in other States 
of the Commonwealth of Australia may vary in some 
degree from those of Victoria, I think that most recog- 
nize only those qualifications approved of and regis- 
trable by the General Medical Council of Great Britain. 

“The only State mentioning Canada, or any of its 
provinces, is the State of Western Australia, which 
includes Manitoba University’s qualifications in those 
recognized by their State Medical Board.” 


I could carry on with numerous quotations but the 
above, I believe, make my point. Similar contradictory 
replies regarding registration have been received from 
provinces within the Union of South Africa, as well as 
other British Colonies. One wonders then, if registration 
is such a problem, why the advertisements for medical 
personnel are placed in Canadian and British journals. 

Problems regarding registration are encountered in 
Canada, but the regulations are consistent. One cannot 
say the same for the rest of the British Commonwealth 
or even the United States of America where one state 
licence is not recognized by another state. To obtain 
registration in Georgia, one has first of all to be an 
American citizen and then appear before the State 
Board which meets only twice a year, simply to be 
recognized. This is purely red tape. 

With the world of today so filled with strife and 
tension, and yet with medical-help so desperately 
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needed, the barrier of officialdom, registration, and red 
tape prevents those physicians who desire to give ser- 
vice, regardless of the conditions that they might en- 
counter, from so doing. One wonders whether the 
International Academies of Medicine or perhaps the 
World Health Organization could not help straighten 
out the conflicting regulations and rules relating to 
registration and reciprocity, especially throughout the 
Commonwealth and English-speaking nations of the 
world. 

This leads to my initial query: “Are Canadians really 
wanted abroad?” 

Dr. Stewart, in his letter, commented on the lack of 
Canadians abroad. What stimulus is there for Canadian 
physicians to go abroad when they encounter the above- 


-mentioned difficulties? 


Another factor which may inhibit Canadian physi- 
cians from venturing abroad, medically speaking, 
especially if they have encompassed a specialty, is the 
fact that many have incurred debts in completing this 
training. As many are married and have families, it is 
necessary that they obtain a position of sufficient income 
to meet daily needs and to repay their obligations. 
Many of the salaries offered for positions abroad are 
not sufficient for this. By the time the obligations are 
cleared away, the physician is well established and 
therefore less likely to leave what he has gained to 
venture into the unknown. 

I might also add that until a year ago, I was quite 
ignorant of the many openings abroad. Perhaps this 
statement is applicable to many other Canadian physi- 
cians. 

R. B. THompson, M.D., 
Instructor and Research Fellow, 
Department of Pathology, 
Medical College of Georgia, 
Augusta, Ga., U.S.A. 





I LIM Lo eo 


CORTICOTROPHIN IN THE 
TREATMENT OF MYASTHENA GRAVIS 


The use of corticotrophin for the treatment of myas- 
thenia gravis has been largely neglected for the last 
seven years, because it is considered to be dangerous. 
Yet there seems no great reluctance in selected cases 
to try thymectomy, a procedure which is not entirely 
without danger. It is Freydberg’s conviction (Ann. 
Int. Med., 52: 806, 1960) that the use of cortico- 
trophin is dangerous chiefly for those patients who 
already have prominent bulbar symptoms. Most pa- 
tients with myasthenia gravis are troubled mainly by 
symptoms related to their eyes, face or extremities. 
In these, the careful use of corticotrophin should 
present a minimum of danger. For those who have 
difficulty in swallowing or breathing, the outlook is 
already grave. If other methods of treatment do not 
bring a remission in these cases, it would seem that a 
calculated risk may be worth while. 

The mode of action of corticotrophin in this syn- 
drome is not known. Most likely the action is con- 
nected with the well-documented lysing effect of 
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corticotrophin on lymphoid tissues. The pathological 
source of the presumed myoneural juncture toxin in 
myasthenia gravis is also not known, but there is 
reason to suspect the thymus in some and muscle 
lymphorrhages in others. 

Five new cases of myasthenia gravis treated with 
short courses of corticotrophin are reported by Freyd- 
berg. Four of the five experienced a beneficial response, 
some of them repeatedly after each course. One pa- 
tient, previously reported, has been retreated eight 
more times with a worth-while remission every time. 

A re-evaluation of corticotrophin therapy should be 
made in selected cases, chiefly in those without 
prominent bulbar weakness. It is important that careful 
precautions be used. 


TREATMENT OF PARKINSON’S 
SYNDROME BY ORPHENADRINE 
(DISIPAL) 


Chemically, orphenadrine (Disipal) is diphen- 
hydramine with a methyl group in the ortho-position. 
Muller (Wien. med. Wehnschr., 110: 357, 1960) 
used this drug in the treatment of 35 patients with 
parkinsonism who had either become resistant to 
treatment by other drugs or could not tolerate them. 
In 23 of the patients improvement was marked, 
particularly as regards a general sense of well-being 
and reduction of tremor. Rigidity was also improved 
to some extent. While these results may not withstand 
the test of time, it has to be pointed out that similar 
results have been obtained by other workers who have 
shown that this drug was better tolerated and was more 
effective than the best of the drugs available for 
parkinsonism in 17% of cases: Two 50-mg. tablets 
daily controlled arteriosclerotic parkinsonism while 
larger doses were required for the postencephalitic 
and idiopathic cases. By and large, side effects were 
few and consisted of breathlessness, tachycardia, 
nausea and sweats. It is possible to prevent or reduce 
considerably the side effects by administration of the 
drug after a meal. 


MEDICAL TREATMENT OF 
RENAL STONES 


The accidental observation by Bibus, of Vienna, 
that a large stone filling the whole renal pelvis was 
no longer demonstrable by x-ray one year later led 
the author to examine the possibility that its dis- 
appearance may have been due to the patient’s inges- 
tion of one to two lemons a day for a whole year 
_ (Wien. klin. Wchnschr., 72: 268, 1960). He now 
presents eight case reports of patients whose renal 
stones demonstrated by x-ray and intravenous pyelo- 
graphy disappeared or diminished greatly in size after 
a daily intake of one to two lemons. The patients all 
had urate stones and were frequently plagued by renal 
colic before treatment. 

A number of other patients who were chronic stone 
producers and who had been treated by various con- 
servative measures and diet without success, were re- 
markably improved and completely free from renal 
colic after introduction of the “lemon-treatment”. 
Apparently, Bibus insists that the patient follow a 
purine-free diet and abstain totally from alcohol during 
treatment, but he is quite convinced that lemon alone 
can bring about total resolution of urate stones. 
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IDIOPATHIC DILATATION OF THE 
PULMONARY ARTERY 


Thirteen patients with idiopathic dilatation of the | 
pulmonary artery are described and their clinical, 
roentgenological, electrocardiographic, and hzmo- 
dynamic features elaborated by Deshmukh et al. in 
Circulation (21: 710, 1960). Absence or mildness of 
symptomatology was the most significant finding. A 
pulmonic systolic murmur was constantly present. The 
roentgenogram showed various degrees of dilatation 
of the pulmonary artery in the presence of normal 
heart size. The electrocardiogram was normal. The 
hzmodynamic studies showed a mild systolic pressure 
gradient across the pulmonic valve in some cases in 
the presence of normal right ventricular pressure. It 
is suggested that idiopathic dilatation of the pulmonary 
artery is a benign lesion and does not affect cardiac 
function to any appreciable degree. 


FAT ABSORPTION IN HUMANS 


The shortcomings of hitherto available methods of 
estimation of fat absorption by the bowel have been 
largely overcome by the use of radioactive-iodine- 
tagged oleic acid. Blood samples are taken one, two, 
three, four, and eight hours after the test-drink and 
the radioactivity of the plasma is determined. Normally 
the absorption is maximal two to four hours after 
ingestion of the fat, but this depends upon the speed 
with which gastric emptying takes place. The test is 
useful in a variety of conditions including postgastrec- 
tomy malabsorption and gastritis. Diseases of the pan- 
creas, which also cause a flat absorption curve, can 
be distinguished from primary malabsorption by simul- 
taneous administration of pancreatin. 

In all, Henning, Schén and Fahsold (Deutsche med. 
Wcehnschr., 85: 777, 1960) performed 300 tests, and 
their value in the treatment of a variety of conditions 
is discussed. One remarkable finding was that almost 
all people over 60 years of age had flat absorption 
curves. For easier comparison of values, the authors 
introduced the concept of the absorption number or 
index, which is calculated from the maximum radio- 
activity in percentages divided by the length of time 
that this peak activity lasts. Normally this value is 
4 to 10. 


LEUCINE AND PELLAGRA 


Daily administration of 5 g. of leucine in the diet 
was found by Gopalan and Srikantia (Lancet, 1: 954, 
1960) to increase urinary excretion of N-methyl nico- 
tinamide (N.M.N.) both in healthy subjects and in 
patients with pellagra. Substituting the Jowar diet 
for rice promptly increased the urinary N.M.N. excre- 
tion over the basal level observed in the “rice”, It was 
calculated that the Jowar diet contained a daily 
amount of 5.3 g. of leucine. It is believed that such a 
substitution would produce an additional excretion of 
N.M.N. corresponding to 3.5 mg. nicotinic acid daily, 
which may be an important factor in people with a 
marginal body-store of nicotinic acid. Aminoacid im- 
balance caused by relative excess of leucine in diets — 
which are marginal with regard to protein may result 
in depletion of nicotinic acid from the tissues. Further 
investigation is needed to elucidate the exact role of 
leucine in nicotinic acid metabolism. 


(Continued on advertising page 16) 
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INSTRUCTION IN THE HISTORY 
OF MEDICINE* 


L. F. G. SENNEWALD, M.D., Ph.D.,t 
London, Ont. 


TO PAUL DIEPGEN 


IN THE Past few decades medical knowledge and 
science have advanced so fast that they have made 
many a doctor lose the general view of the broad base 
that medicine is founded on. It would be unrealistic 
to decry the inevitable development of specialization 
within the ever-broadening field of medicine. The in- 
herent limitation in the human mind explains this 
trend. The task of the teacher in the history of medicine 
is not to stem the trend, but to try to compensate pri- 
marily by emphasizing the general aspects and inter- 
relationships in medicine beyond the scope of specializ- 
ation; in other words, to furnish the expert with 
information on the position of his activities, not only in 
the field of medicine, but also within Western civiliza- 
tion. 

That this goal has not yet been achieved success- 
fully is vividly demonstrated by the threatening increase 
of medico-legal litigation which costs the public in the 
United States alone more than 50 million dollars a 
year. This is due in great measure to the increasing 
estrangement between doctor and patient that has 
occurred in apparent contradiction to the great ad- 
vances in the art of healing. No longer is our ivory 
tower of authoritative medical wisdom sufficient pro- 
tection from the criticism of an enlightened public 
unless we can manage to develop a general view of 
life along with our technical activity. This is part of 
what is called public relations, as demonstrated effec- 
tively, for example, in “Mediscope” (O.M.A.). 

The history of medicipe is one of the finest antidotes 
to the dangers of specialization. Quite a few doctors 
make the history of medicine their hobby. Without 
them, it would be a concern of non-medical historians 
rather than of doctors. On the other hand, there is the 
danger that the history of medicine may be treated as 
a hobby only and not as a science. It should be both, 
and these doctors should be our “cheerleaders” and 
expert advisers. Our medico-historical literature shows 
to some extent a lack of historiographical critical 
evaluation of, and comment on, sources; in other words, 
there is an urgent demand for what historians call 
“original research”. All too often, medico-historical lit- 
erature is incorrect, not in line with the well-developed 
methods of modern historical research, and therefore 
unscientific. Consequently, the history of medicine can- 
not yet claim to be a science (based on facts). It is 
not always up to the scientific standards of other medi- 
cal subjects. 

There are several reasons for this. For one thing, it 
is difficult to resist the temptation to neglect facts which 
do not fit into a thesis, opinion or supposition in this 
“no man’s land” between science and the arts, or to 


*Read by Professor Lloyd G. Stevenson, Dean of Medicine, 
McGill University, at the Conjoint B.M.A.-C.M.A. Meeting, 
Edinburgh, July 1959. 

*+Lecturer, History of Medicine, the University of Western 
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fill a gap with brilliant writing (which is easy in the 
arts, but not in a science). These two “faculties” (that 
is exactly what they were called in the middle ages) 
have different methods of scientific approach. So it 
comes about that medico-historical opinions and judg- 
ments have passed, and are passing, unexamined from 
one book into another. The same holds true for some 
theories which are favourites of medical historians. 
They are theories never used in practice, but, being a 
“system”, are attractive and misleading. These are the 
ones that fill part of medico-historical textbooks and are 
accepted uncritically from lack of personal medical 
experience of the historian. 


The dilemma of the history of medicine is that even 
well-trained historians who are not physicians ac- 


‘ quainted with the practice of medicine are not in a 


position to assess terminology, facts, problems, and 
recent trends in everyday medicine, above all, of times 
long ago. They do not know the practical significance 
of a problem or remark. On the other hand, medical 
practitioners so urgently needed in the history of medi- 
cine, who are not expert historians, are at a loss when 
confronted with the evaluation of a source. Modern 
historical research has become a complex and difficult 
subject. It uses almost any science, such as criminology 
or archeology. If it does not, it becomes unrealistic 
and unscientific. Then again, unimportant things are 
dealt with at undue length without bearing on the 
principles and practice of the medicine of the day. 


By the same token, there is too little “original re- 
search” (research involving the original sources) which 
brings out medico-historical facts and is similar to 
laboratory work or clinical observations in other medi- 
cal subjects. This is mainly caused by lack of medico- 
historical specialists. The history of medicine is not 
attractive enough to medical practitioners to induce 
them to undergo further academic training in historio- 
graphy, as long as the history of medicine is taught 
only on a part-time basis with but a few lectures a term, 
being by necessity rather a collection of pictures or 
curiosities. Thus, medical historians seldom have the 
status of the representatives of other subjects in medi- 
cine, a factor which is as important as sufficient time 
and remuneration. Here is something of a vicious circle 
which we must try to interrupt. 

Historical considerations themselves will help in an 
approach to the problems of reforming the teaching 
of the history of medicine. At its peak, Greek medicine 
was based mainly on clinical observation, experience 
and critical evaluation of experiments. This is the es- 
sence of Hippocrates’ principles. (His oath is founded 
on a somewhat strange mixture of medical existentialism 
of his time, a strong feeling of medical fraternity, real- 
istic humanism and other ideals.) After the political 
downfall of Greece, the causes of which should be a 
warning to us, Greek medicine degenerated into mys- 
ticism and quackery which particularly flourished 
in times of disorder and disintegration. During the 
early middle ages, Greek medicine was preserved and 
handed down to Western Evrope by the Romans and 
the Arabs, but in many cases it was bare of the original 
spiritual Greek splendour. The principal outcome was 
medical historicism and traditionalism, i.e. medicine 
based mainly on history and tradition instead of per- 
sonal observaton. There were exceptions, of course, 
like Arnaldo de Villanueva in Spain who based his art 
of healing on observation and histories. 
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As a whole, however, medicine depended on that 
of times long past. Indeed, during the greater part of 
the middle ages, the medical course consisted princi- 
pally of readings of passages of classical medical 
authors, e.g. Hippocrates, Galen and Avicenna. The 
universal language fortunately was Latin. Everything 
was fitted into the Aristotelian scheme of thought and 
into his universal system of science. “Entelechia” was 
not only the central idea of his system, but also the 
watchword of those centuries, for it fitted perfectly into 
the theological conception of the time. 

The students (“scholars”), aged 13 to 18, had to 
learn by heart what their teachers read to them in 
Latin. We must not forget, however, that under the 
surface, somewhat in catacombs, clinical observations, 
even in anatomy, were made and experiments (e.g. 
alchemy) were performed. This changed with the 
advent of the Renaissance. People became self-con- 
scious and critical. “Empiria” and “experimentum” 
were postulated (Villanova, Paracelsus). It was not 
until the baroque period that these principles were 
realized, in that basic inventions were made enabling 
men of medicine and science to measure things cor- 
— The cornerstones of modern science were thus 
aid. 

Then followed the period of “enlightenment”, which 
was, according to Kant, the “escape of man out of his 
self-inflicted spiritual minority”. It is important to 
remember that by that time the history of medicine 
had descended from its throne for the first time in more 
than a thousand years. It became by necessity ne- 
glected in favour of clinical subjects. Since then, the 
history of medicine has risen and fallen in popularity. 
It fell when empirical medicine rose, and rose during 
a period of stagnation of medicine when “systems” and 
“theories” overgrew the art of healing. Fortunately, 
the history of medicine never recovered the position 
it held in the middle ages. 

But in line with the growing insight into the com- 
plex universal interrelation of physical, environmental, 
physiological, psychological (psychosomatic) and _ his- 
torical factors, interest in the history of medicine has 
been growing in our century again. We may thus feel 
justified in hoping that in a few decades scientific 
knowledge of the history of medicine will be thought 
indispensable for a proper and broad medical educa- 
tion. For this would enable the doctor to know better 
his status in his society and nation and prevent him 
from becoming a “status seeker” through “public re- 
lations”. Without a sound understanding of the histori- 
cal development of our profession, we are simply 
practising something like a trade (and this is much too 
little for the art of healing). Without the history of 
medicine as an antidote we become mere technicians, 
and Hippocratic oath and Hippocratic medicine will 
be lost, however often we appeal to or cite them. 

To my knowledge, the history of medicine is a com- 
pulsory subject, enjoying equal rights and emphasis in 
the medical curriculum with the other subjects only in 
Austria, Germany, Switzerland, Sweden and some of 
the Communist nations, although teachers, scientific 
work and teaching over there are in many instances 
not up to the standard outlined above. There is no 
standard course in Canada. At one university, instruc- 
tion in the history of medicine comprises. about 15 
hours during the first medical year, given by a part- 
time honorary lecturer. There is no examination at the 
end of the course. It is voluntary. 


~ 
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Questions that arise include: What shall be taught 
and how? What is the aim of the historico-medical 
course? It helps the student to learn to see problems 
and questions even in facts which appear self-evident 
(this is the perennial aim of philosophy), to recog- ~ 
nize trends and tendencies in medicine, to be critical 
of promises as regards drugs or panaceas, one-sided or 
fanatical therapists and diagnosticians, overestimation 
of new methods or underestimation of simpler, older 
methods which are well established. It helps to de- 
velop a historical and psychological approach to the 
everlasting problem of quackery, even among doctors 
(the history of medicine shows that quack M.D.’s and 
easygoing operators are probably one of the most ser- 
ious challenges to our professional reputation and 
status); to develop the firm will to defend scientific 
medicine against any abuse, malevolence and _black- 
mail in politics, press and elsewhere; it helps critical 
evaluation of “faith healing” in its positive and nega- 
tive aspects. It teaches that only hard work and un- 
selfish work, alertness and keen observation lead safely 
to success in practice or research; reverence of, and 
respect for, our forefathers, especially the older gener- 
ation of colleagues (in accordance with the oath of 
Hippocrates!) ; modesty and dignity; and the duty to 
improve medicine and to pave the way for the gener- 
ation to come. We learn under what almost unbeliev- 
ably hard conditions our fathers had to practise medi- 
cine; that a lifetime in medicine does not reward in 
dollars and cents in contrast to work in most other 
professions; we learn to see the relationship of medi- 
cine to economics and technology, politics (e.g. Rus- 
sian mediciné based on Pavlovs work), sociology, 
philosophy, psychology, art, civilization as a whole, 
religion and science. 

From these facts we can arrive at the didactic and 
methodological principles in the teaching of the history 
of medicine. Relatively unimportant is a knowledge of 
names and dates or of those theories which have never 
been applied. Important is some additional information 
on the historical development of science, anatomy, 
biology, physiology, physics, techniques, chemistry 
and hygiene. Students should learn how doctors lived 
20 or 40 years ago, what their problems were, their 
technical facilities, their transportation, economic situ- 
ation, training, family life, and social status. Older 
doctors should be asked to tell of their experience and 
practice decades ago. The teacher should comment 
on that by giving the historical background. 

Pictures should be used to a reasonable degree, tak- 
ing into account the truism that pictures tend to be for 
those who do not think. To teach how to think, how- 
ever, is one of the foremost objectives of instruction 
in the history of medicine. It is difficult to make the 
course uninteresting and boring, since it is thrilling as 
a part of the history of our civilization. Similarly, our 
students should look at medicine as a whole. This will 
create wonder and surprise and that is what the Greek 
philosophers required as the beginning of science and 
wisdom. From problems and questions come discover- 
ies, solutions, observations, experiments, theories and 
hypotheses. 

A personal cult which amounts to uncritical adora- 
tion should be avoided. It discourages the average 
man and puts the onus of success on chance and 
genius. We may, of course, explain the success and 
importance of certain doctors and how previous events 
and discoveries helped them, and that there is seldom 
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what we call luck without effort, hard work and per- 
serverance. Mere “status-seeking” did not help doctors 
in former times. 

There are two approaches to the history of medicine 
(as in many other subjects). History may be seen as a 
whole in chronological order—we may call this the 
horizontal cross-section; the vertical approach would 
single out a theme or subject and follow the historical 
development of it through time, e.g. a disease like 
syphilis (with its enormous yet not fully understood 
impact on the history of civilization), or legal medi- 
cine or hygiene. Both approaches have to be combined, 
of course. 

In what year of the curriculum should our course 
be given? In what year is the student able to see the 
problems of medicine, to be interested in the subject, 
to wonder how things were earlier? Until now the 
history of medicine has been mostly taught during the 
first year. The reasons advanced are that the zeal of 
freshmen may be greater, the students have more 
time, they may become more interested in medicine if 
they know its history, and the history of medicine is 
thought to be a good introduction to medical ethics. 
This is the old and widely abandoned idea of the value 
of a primary historical approach. Ethics cannot be 
taught theoretically without perfect understanding of 
the intricacy of real life. Although the question of the 
suitable vear of instruction is debatable, it would ap- 
pear that the history of medicine should and can be 
taught in the third year. There is more time than in the 
first year, but the student is not vet engaged too much 
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in preparation for the finals. The student knows a lot 
more of medicine, and the more one knows of medi- 
cine, the more one gets interested in the history of 
medicine. That is why older doctors favour it. Fourth 
year would be better still, but there may be too little 
time. 

Should the course be compulsory or voluntary? As 
long as the standards in the history of medicine as 
outlined cannot be complied with, a voluntary course 
should do. No examinations should be necessary, 
because the subject is interesting and fascinating 
enough. A stimulus for attendance at the course is not 
needed. Tests may help at times. There should be 
plenty of opportunity for questions, discussion and 
argument. We must not forget that the history of 


‘ medicine will always be different from other subjects 


in medicine and is the bridge to arts. There is no 
necessity for marks to be given or taken into consider- 
ation in the finals. 

The student should have a little handbook or at least 
directions in writing which enable him to follow the 
course better. They should offer a short outline, verti- 
cally and horizontally, dates and names, and give some 
kind of synchronistic approach by an abridged history 
of civilization. A bibliography should be added. Many 
vears later the student may want to consult it. 

Fellowships should be made available to enable doc- 
tors to give up practice and go in for the special study 
of history, so that later on the aim can be realized of 
a full-time professorship in the history of medicine in 
each faculty of medicine in Canada. 





MEDICAL MEETINGS 


CANADIAN ASSOCIATION OF 
PATHOLOGISTS 


The twelfth Annual Meeting of the Canadian Associ- 
ation of Pathologists was held on June 17 and 18, 1960, 
at Banff, Alberta. It was a combined scientific and 
business meeting, the scientific meeting being jointly 
sponsored by the Canadian Association of Pathologists 
and the Alberta Society of Pathologists. 

A number of scientific papers were presented on 
June 17. The guest speaker and moderator for the 
meeting was Dr. Earl P. Benditt, University of Washing- 
ton, Seattle, Washington. He spoke on “Pathology— 
Cellular and Molecular”. Guest speaker at the luncheon 
was Dean W. F. Bowker, University of Alberta. The 
business meeting on June 18 followed a morning 
scientific session which included a slide seminar on a 
number of interesting cases. 

Business conducted at the annual meeting included 
the election of the following officers: President, Dr. H. 
Pritzker, Toronto; Western Vice-President, Dr. H. 
Taylor, Vancouver; Eastern Vice-President, Dr. F. 
Wiglesworth, Montreal; Secretary-Treasurer, Dr. D. 
W. Penner, Winnipeg. Elected to Honorary Memper- 
ship were Drs. J. E. Pritchard of Montreal and T. H. 
Williams of Winnipeg. Both these senior pathologists 
have contributed much to pathology in Canada and 
to the Canadian Association of Pathologists. Both, 





although officially retired, are still actively practising 
pathology. 

Other matters of business dealt with included a 
report by Dr. John Macgregor, Chairman of the 
Canadian Medical Association Committee on Approval 
of Technician Training Schools. Rapidly expanding 
laboratory facilities necessitate not only the training 
of increased numbers of technicians, but also changes 
in the methods of training. There is a definite trend 
towards a centralized training school in contrast to 
the predominantly apprenticeship type of training of 
the past. In order to maintain standards, all training 
schools approved before 1955 are to be re-evaluated. 

With the increasing interest in and demand for cyto- 
logical diagnosis, many problems have arisen. A special 
committee was set up to study these problems across 
Canada and make recommendations. 

Most doctors who use hospital facilities have become 
increasingly aware of the various programs to main- 
tain or raise the standard of medical care. Tissue com- 
mittees and committees on medical records are now 
found in most hospitals. Pathologists are also becoming 
aware of the need for instituting programs of quality 
control in their laboratories to insure accuracy of the 
various laboratory procedures. Problems pertaining to 
this matter and the evaluation of work loads were also 
dealt with. 

The next semi-annual meeting will be held on Sep- 
tember 27, 1960, at the Palmer House, Chicago, Illinois. 

D. W. PENNER 
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FEDERATION OF MEDICAL WOMEN 
OF CANADA 


The annual general meeting of the Federation of 
Medical Women of Canada was held at Brewster's 
Motel, Banff, on June 13. Supper was ‘served, and a 
business meeting followed. This year the main item of 
business concerned ratification of a new constitution. 
Provincial reports were read, as were the reports of 
the treasurer, the convener of the Scholarship Loan 
Fund Committee, and the International Corresponding 
Secretary. It was noted that two members had died in 
the past year — Dr. Ruth Mathers and Dr. Esther 
Hollenberg, both of Winnipeg. 

Dr. Ethlyn Trapp of Vancouver has been honoured 
by the Vancouver Medical Association, having been 
named a “Prince of Good Fellows”. 

Major-General Georges P. Vanier, D.S.O., M.C., 
C.D., Governor-General of Canada, opened the school 
for crippled children in Winnipeg, named in honour of 
Dr. Ellen Douglas. 

Dr. K. V. Borthwick-Leslie of Winnipeg was made 
a Senior Life Member of the Federation. 

Dr. Charlotte Dafoe of Edmonton was elected Presi- 
dent and was presented with the Arnhem Medal by 
the retiring President, Dr. Jessie McGeachy, Saskatoon. 





PUBLIC HEALTH 


SURVEILLANCE REPORTS OF 
EPIDEMIC OR UNUSUAL 
COMMUNICABLE DISEASES 


PARALYTIC POLIOMYELITIS 
Canada 


Twenty-five cases of paralytic poliomyelitis were reported 
during the week ending July 9, compared to 22 for the 
same period last year. The cumulative total of cases reported 
to this date is 168 this year, compared to 88 last year. The 
trend of the weekly cumulative totals of reported cases 
of paralytic poliomyelitis in 1960 is very similar to that 
observed in 1954 following the 1953 epidemic. 


United States 


The national incidence of paralytic poliomyelitis has in- 
creased slightly but continues to remain below expectations. 
To the week ending July 2, 348 cases of paralytic poliomye- 
litis were reported, compared to 694 for the same period 

_last year. 


TETANUS 


In the Surveillance Report dated June 18, a case of 
tetanus in a 14-year-old boy was reported from Stettler, 
Alta. This boy had been fully immunized, having received 
five doses of tetanus toxoid. It has now been confirmed 
that this was a case of strychnine poisoning. On June 13, 
the Provincial Laboratory reported the presence of 1.2 
mg. % of strychnine in stomach contents which had been 
aspirated at the time of the boy’s admission to hospital on 
June 1, and the presence of a trace of strychnine in a 
sample of urine which had been submitted on June 4. 
On being confronted with these reports, the -boy, who 
previously had denied having swallowed poison accidentally 
or otherwise, admitted he had taken gopher poison because 
he was unhappy. 
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BoruLisM 


Newfoundland 


Four deaths due to botulism have been reported from 
Labrador. The following details are available: 


On May 15, two Eskimo families at Hopedale ate a meal 
of fermented seal meat (Utjak) which had been left 
behind a stove in a metal container for a week or so. On 
May 16, one person developed vomiting, cramps and visual 
disturbances. On May 17, a middle-aged woman died. On 
May 18, an 18-year-old girl died, apparently from 
respiratory failure. On June 5, another Eskimo woman died 
some 40 minutes before the doctor arrived by plane; it 
was believed that this death may have resulted from 
botulism or from eating seal liver. 


On June 19, two more patients, both women, were evacu- 
ated by air to the International Grenfell Mission Hospital 
at North West River, Both had gastro-intestinal symptoms, 
dysphagia and visual disturbances. One of these women 
died 45 minutes after admission. 


TRICHINOSIS 


In Nova Scotia, 11 cases of trichinosis occurred in two 
families totalling 23 persons in the two weeks preceding 
May 16. One 49-year-old woman died. All members of the 
families had eaten meat from one pig. 


In addition to the 11 cases reported from Nova Scotia, 
to date, 51 cases of trichinosis have been reported from 
Quebec and 3 cases from Ontario. 


Foop PoIsONING 


An outbreak of food poisoning has been reported in 
Winnipeg at one of the better restaurants. Twenty or more 
persons were affected. One of the patients became seriously 
ill but recovered. The remainder had relatively mild symp- 
toms consisting of malaise, fever and diarrhoea. No carrier 
source of infection was found, Other restaurant employees 
became ill simultaneously. Salmonella thompson was isolated 
in seven of the cases. 


RABIES 


The incidence of laboratory-confirmed rabies in Canada 
for April, May and June is only one-third the number of 
cases confirmed in the same period last year. During this 
period, there were 15 cases of clinical rabies this year 
compared with 51 cases last year. 


VOMITING AND DIARRHGE:A 


On June 18, an outbreak of vomiting and diarrhoea 
started in a hospital in the Halifax County area and 
affected 25 infants. One death due to this condition has 
been reported. One additional death which has been at- 
tributed to the same infection occurred in a child who had 
spina bifida. 


PsITTACOsIS 


A case of psittacosis has been reported from St. Vital, 
Manitoba. The onset was on June 18 and the diagnosis 
was confirmed by complement-fixation test. The patient is 
a bird fancier. He has several budgerigars, canaries, a 


large flock of pigeons and other sundry fowl. Some have 
died. 


MEASLES 


An outbreak of measles starting on May 30 has been 
reported from Mars, Manitoba, All of the 20 school-children 
and most of those of pre-school age in that area were 


affected. 











450 Pusiic HEALTH 


SUMMARY OF REPORTED CASES OF 





IssUED BY THE Pusiic HEALTH SecTION, DOMINION BUREAU OF STATISTICS 


Canad. M. A. J. 
Aug. 27, 1960, vol. 83 


NOTIFIABLE DISEASES IN CANADA* 
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Week ending (1: 960) 










































TOntario figures excluded. 


TULAREMIA 


One case of tularemia was reported from Ontario for 
the week ending July 2. 


Mumps 
Ten cases of mumps occurred at Camp Shilo, Manitoba, 
in the 15 days preceding July 6. All of the cases were 
in dependent children. 


Bat BiIres 
United States 


The Morbidity Report of the Mississippi State Board of 
Health, for the week ending June 17, states that five 


This week 


1958 





Reported cases 


Last week 


Disease June 25 July 2 July 9 July 16 1960 1959 
Brucellosis (Undulant fever).....................(044) 4 2 3 1 49 59 
Diarrhoea of the newborn, epidemic.............. (764) — 1 2 — 31 51 
ae a oe ca ain milan ane ee (055) 1 — “= = 20 17 
Dysentery: 
Ck ee aia eo ced teas h Aen (046) - - - — 1 2 
ee a tiie can vel cio ve heeee keel (045) 49 30 17 35 1,425 415 
(ce) Other and unspecified................. (047, 048) dq 8 26 5 191 54 
Encephalitis, infectious........................ (082.0) 1 a -— — 17 7 
Food poisoning: 
(a) Staphylococcus intoxication.............. (049.0) - — — — 300 5 
(b) Salmonella with food as vehicle of 
MIR a Cr Oe Aha 5 sail (042.1) = 41 24 11 452 257 
sh a in Seka bebe wn nae aiel (049.2) ~ 2 — — 17 42 
Hepatitis, infectious (including serum 
a ERS Serene (092, N998.5) 75 56 68 61 3,115 2,970 
Meningitis, viral or aseptic.............. (080.2, 082.1) - 4 9 23 115 71 
Meningococcal infections......................-. (057) 4 3 3 — 98 119 
Pemphigus neonatorum (Impetigo of the newborn) (766) - - — - 7 2 
Pertussis (Whooping cough)..................... (056) 57 62 107 61 3,320 3,136 
Poliomyelitis, paralytic.................. (080.0, 080.1) 5 11 25 21 181 78 
Scarlet fever and Streptococcal sore throat... . (050,051) 272 261 149 179 15,742 15,106 
Tuberculosis: 
TET (001, 002) 62 63 55 90 2,537 2,690 
(b) Other and unspecifiedy................ (003-019) 15 4 7 14 319 287 
Typhoid and Paratyphoid fever............. (040, 041) 2 1 4 1 179 421 
Venereal diseases: 
SPO POP TET TET eT (030-035) 306 228 314 306 7,976 7,487 
Sl ol ears anda ka es anal (020-029) 36 51 30 45 1,067 1,162 
ae mghurnieeigag & ign at bb ercdle (036-039) — — — — 3 3 


*Figures for the Yukon are received four-weekly and are, therefore, shown in the cumulative totals only. 


tInecluding chancroid, granuloma inguinale and lymphogranuloma venereum. 


persons living in one small area in the heart of a town in 
the north-central part of the State were attacked by bats. 
Physical examinations showed small, closely spaced, super- 
ficial punctures of the scalp at the point of contact. Pre- 
liminary investigation indicates that the victims were struck 
by the mouse-eared, little brown bat. Reports were received 
of four bats that had fallen to the ground in the week 
preceding the attacks. Rabies in bats has not yet been 
identified in Mississippi. 
Epidemiology Division, 
Department of National Health 
and Welfare. 
Ottawa, July 16, 1960. 


PaRALytic PoLIOMYELITIS IN CANADA* 
297TH WEEK— 


-ENbDING JuLY 23, 1960 


Deaths 
T’o this date 


To this date 














*Weekly returns based on telegraphic reports by provinces. 
(a) Figures not available. 











1960 1959 1960 1959 1958 1960 1959 1958 1960 1959 1958 
Rt ee i nl aia 16 51 3 21 41 1 205 192 41 16 14 6 
Newfoundland............... 3 5 1 7 22 28 3 2 1 
Prince Edward Island......... (a) 
DUR ROMER, 5 ss coos ca udwse (a) 5 1 
New Brunswick.............. 2 1 1 13 2 1 1 
a RE a 2 44 7 28 36 120 10 3 5 
|e en a 1 2 3 16 4 2 3 
i 1 1 1 1 4 4 8 
Saskatchewan................ 1 ] 13 4 1 
i ia 3 5 1 35 4 7 2 1 
British Columbia............. 6 Dong 73 3 9 7 2 
Ne 
Northwest Territories......... 1 11 4 
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PROVINCIAL NEWS 
ALBERTA 


Recent staff promotions in the Faculty of Medicine 
at the University of Alberta include: Dr.‘-R. A. Macbeth 
to professor and head of the Department of Surgery, 
replacing Dr. Walter C. MacKenzie, who is dean of 
the Faculty, and Dr. R. C. Harrison from associate 
professor of surgery to clinical professor of surgery. 


Dr. L. J. Clein of the University of Alberta has been 
granted a Fellowship by the Canadian Life Insurance 
Medical Fellowship Fund. Dr. Clein will study oli- 
gzemic and toxzmic shock and the effect upon it of 
ultraviolet radiation of the blood. 


MANITOBA 
The Manitoba Rehabilitation Hospital 


The Manitoba Rehabilitation Hospital is being con- 
structed by the Sanatorium Board of Manitoba at the 
request of the provincial government. The first hospi- 
tal of its kind in Manitoba, it will offer a program of 
physical and. psychological rehabilitation to restore 
handicapped persons to the fullest mental, physical 
and social usefulness of which they are capable. 


The hospital will be located at Bannatyne Avenue 
and Sherbrook Street in the City of Winnipeg and will 
be in proximity to the Children’s Hospital, the Win- 
nipeg General Hospital and the Manitoba Medical 
College. It will consist of six storeys and basement, 
fully air-conditioned and specifically designed to in- 
clude all the modern rehabilitation facilities. The 
hospital’s services will be available to the patients of 
all qualified physicians in the province, and at pres- 
ent plans call for accommodation of 158 in-patients and 
200 out-patients. 

The hospital will also provide space for a School of 
Physiotherapy and Occupational Therapy. It will be 
associated with the University of Manitoba Faculty of 
Medicine, and will offer a two-year course leading 
to a diploma in either physical therapy or occupa- 
tional therapy for students who have completed a 
senior matriculation course, including physics and 
chemistry. 

There will be an open medical staff organized in 
accordance with accepted hospital practices. A physi- 
cian, who is specially trained in physical medicine and 
rehabilitation, will direct the therapists and act as 
chief of staff. He will work closely with the patient's 
family physician and other doctors on the consulting 

' staff. Other members of the rehabilitation team will 
include nurses, physiotherapists, remedial gymnasts, 
occupational therapists, a speech therapist, recreational 
therapist, clinical psychologist and medical social 
workers. All patients who can benefit from the medical 
rehabilitation facilities of the hospital will be eligible 
for admission, through arrangement by their doctor. 
Patients in the following categories are among those 
expected to be most commonly admitted to the 
hospital: industrial and other accidents; cerebral vas- 
cular accidents with residual paralysis; respiratory and 
cardiovascular conditions; orthopedic impairments; 


diseases of the nervous system; arthritis and rheuma- 
tism; amputees; impairments of speech and hearing; 
representative 


certain congenital malformations. A 
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The Manitoba Rehabilitation Hospital 


medical committee will decide, after examining the 
patient, whether he is eligible for admission. 


Patients admitted as in-patients will usually be 
transfers from acute general hospitals where, under 
the care of their attending physicians, they will have 
received diagnosis and treatment for any existing acute 
conditions. Most patients admitted as out-patients will 
spend either half days or full days in the out-patient 
department for physical therapy, recreational therapy, 
speech therapy and evaluation. 

Patients referred to the rehabilitation hospital by 
physicians outside Greater Winnipeg will select (or 
have selected. for them) a local physician who will 
serve as their admitting and attending physician. 

The cost of treatment will be paid under the Mani- 
toba Hospital Services Plan or the Workmen’s Com- 
pensation Board. The services in the hospital will be 
clearly coordinated with those of other rehabilitation 
services and agencies in the community. 


ONTARIO 


Dr. John E. F. Hastings, assistant professor of public 
health and preventive medicine, University of Toronto 
School of Hygiene, has been awarded a study and 
travel fellowship by the World Health Organization. 
Dr. Hastings will spend a month in each of several 
countries, including the United Kingdom, Scandinavia 
and the Soviet Union, with shorter periods in Switzer- 
land, India, Ceylon and Japan. During his May-Sep- 
tember tour he will study medical undergraduate and 
postgraduate education, health and welfare services 
and health insurance programs. 

Dr. Hastings will visit former students of the School 
in these countries. Such contacts will assist in better 
meeting the needs of future overseas students who 
come to study under the World Health Organization, 
the Colombo Plan and other auspices. 


The University of Toronto has announced that Dr. 
Charles S. Hanes has been named head of the Depart- 
ment of Biochemistry. A Toronto graduate with Ph.D. 
and Sc.D. degrees from Cambridge, Dr. Hanes was 
a scientific member of the British Food Mission 
to North America during the Second World War and 
later director of food investigation, U.K. Department 
of Scientific and Industrial Research. After the war 
he returned to Cambridge as director of the Agricul- 
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tural Research Council’s Unit of Plant Biochemistry. 
He joined the University of Toronto staff in 1951. 

Dr. A. M. Wynne retires with the title of professor 
emeritus. 

Dr. W. R. Bruce and Dr. C. R. Fuerst have been 
appointed assistant professors in the Department of 
Medical Biophysics. 

Dr. B. H. McNeel has been appointed professor in 
psychiatry. 

Promotions announced are: to professorships, Dr. 
J. W. Scott in physiology and Dr. K. C. Gray in psy- 
chiatry; to associate professorships, Dr. T. R. Leeson 
in anatomy; Dr. C. R. Burton, Dr. J. W. Graham, Dr. 
J. C. Richardson and Dr. J. A. Walters in medicine; 
Dr. W. H. Murby in obstetrics and gynecology and 
Dr. H. Z. Movat in pathology; to assistant professor- 


ships, Dr. M. W. Johnston in medicine; Dr. M. J. 


O’Brien and Dr. J. S. Pritchard in pediatrics; Dr. E. 
Schonbaum in pharmacology; Dr. G. J. Hetenyi in 
physiology; Dr. D. Cappon, Dr. A. Parkin, Dr. E. J. 
Rosen and Dr. I. Schiffer in psychiatry, and Dr. R. A. 
Mustard jn surgery. 

In the Banting and Best Department of Medical 
Research, Dr. G. A. Wrenshall, who holds a Ph.D. in 
both physics and physiology, has been promoted to the 
rank of professor and Dr. J. M. Salter to associate 
professor. 


The Wellcome Trust in London has announced the 
gift of up to £70,000 to build and basically equip 
additional research accommodation in the Charles 
H. Best Institute. The money will pay half the cost of 
a three-storey addition, which will contain one large 
teaching laboratory, three large and three small re- 
search laboratories and an enlarged conference room. 

The addition will be built on top of the one-storey 
lecture theatre at the southwest corner of the Institute. 
Above it will be a penthouse and from the penthouse 
across to the Banting Institute will be a bridge housing 
a Banting and Best Museum. The museum will be 
devoted to exhibits dealing with the discovery of insulin 
in 1921. 

Dr. R. W. Graham. has been appointed assistant 
medical director of the Canada Life Assurance Com- 
pany. Dr. Graham is a graduate of the University of 
Toronto with five years’ postgraduate training at the 
Mayo Clinic. He served with the R.C.A.M.C. and has 
practised in Ottawa since the war. 


Grants of $15,000 each will be given to the Insti- 
tute of Rehabilitation, Hamilton, and to the Rehabilita- 
tion Institute of Ottawa by the federal government. 


St. Joseph’s Hospital, Toronto, was opened 40 years 
ago with 110 beds and a staff of 33 in an orphanage 
on Queen Street. Today St. Joseph’s has 485 beds 
and a staff of 1300. 

The hospital is appealing to the public for $3,300,- 
000; federal and provincial grants will amount to 
$1,700,000 for the construction of a new wing. 

LILLIAN A. CHASE 


At the recent World Congress of the International 
College of Surgeons, in Rome, Dr. Wallace Shute of 
Ottawa showed a film on the use of the parallel forceps 
which he devised. Later, he gave a demonstration of 
their use at the obstetrical clinics at the universities 
of Naples, Padua, Genoa and Bologna. While in Paris, 
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he showed the film at YH6pital Port-Royal and 
l'H6pital de St-Antoine, and subsequently gave similar 
presentations at the medical schools in Zurich, Bonn, 
Kiel and Gottingen. 





OBITUARY 


DR. ALBERT HAGERMAN 
AN APPRECIATION 


Dr. Albert Hagerman died in St. Michael’s Hospital 
in Toronto on April 8.* Writing of him in the Bulletin 
of the Toronto Academy of Medicine, a close friend 
and colleague emphasized, and with good reason, 
the magnificent contribution Dr. Hagerman had made 
to his country and his profession during two world 
wars. 

While still a medical student at Toronto, he volun- 
teered for service in the First World War and went over- 
seas as a private soldier. He quickly became an N.C.O. 
and later returned to Canada to complete his medical 
course. He went back to the theatre of war as Battalion 
Medical Officer of the Winnipeg Grenadiers. He was 
later wounded in action and awarded the Military Cross. 

With the onset of World War II, Dr. Hagerman 
immediately re-enlisted and proceeded to organize the 
Toronto Military Hospital. It was considered, at that 
time, that a fighting man was needed to organize 
Military District No. 2. Dr. Hagerman was chosen, 
and the G.O.C. never regretted his choice. The author 
of the Academy Bulletin memoir said of him: “As one 
who served under him, I may truthfully say that his 
administrative ability was unequalled. He could well 
have led an army into battle.” 

At the conclusion of the First World War he com- 
pleted postgraduate studies which qualified him for 
appointment to the staff of St. Michael’s Hospital and 
the Medical Faculty of the University of Toronto. He 
retired in 1951 with the rank of Assistant Professor of 
Medicine. 

A distinguished alumnus has written to the editor 
of this journal. From his letter the following is quoted: 
“Dr. Hagerman was in his thirties when I was a 
student at his bedside clinics at St. Michael’s Hospital. 
I have always remembered his kindness and his cheerful 
and friendly manner. I have not seen Dr. Hagerman 
since then but my recollection of him as a teacher is 
so vivid that I cannot allow his death to pass without 
my paying grateful tribute to his memory.” 

The same tribute could be obtained from hundreds 
of graduates throughout the country, for this is how 
we remember him: a fine teacher, a wise and good 
consultant and a friendly, kind and gracious person. 

Dr. Hagerman served his profession in many ways, 
not least in his services to the Toronto Academy of 
Medicine as a member of its councils for many years, 
and as its President in 1949-1950. 

Those of us who were more closely associated with 
him professionally, his contemporaries, and those who 
knew him when they were students, interns, and later 
junior colleagues, as well as the vast numbers of men 
who moved into his sphere during the war years, will 
always be mindful of his great contributions and sensi- 
ble of a great loss. A.A. 


*See Canad. M. A. J., 82: 1137, 1960. 
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ABSTRACTS from current literature 
MEDICINE 


Diabetic Neuropathy: A Consideration of Factors in 
Onset. 


M. Exvenserc: Ann. Int. Med., 52: 1067, 1960. 


Various situations preceding the onset of neuropathy 
in diabetes are detailed in this paper. These are in- 
dependent of the state of control of the diabetes, 
and hence do not support the contention that a pro- 
longed period of poor diabetic control is essential for 
the development of neuropathy. The author considers 
that diabetic neuropathy should be regarded as an 
essential and integral feature of the syndrome of 
diabetes mellitus, rather than ‘a complication of the 
disease. Awareness of the occurrence of neuropathy 
as the initial clinical manifestation of diabetes, and 
the diagnostic application thereof, may help to solve 
some obscure clinical problems. The diverse character 
of the factors preceding the onset of diabetic neuro- 
pathy suggests that there may be several etiological 
determinants. The sequence of neuropathy following 
stress situations after a relatively constant latent time 
interval suggests the presence of a toxic or metabolic 
factor in these cases. S. J. SHANE 


Prognosis in Subarachnoid Hemorrhage. 


S. I. Pottack AND R. M. Pappison: Ann. Int. Med., 52: 
1088, 1960. 


The results of a study of 134 patients with subarachnoid 
hemorrhage are presented in this paper. The greatest 
number of fatalities occurred within the first 24 hours 
of hospitalization. The death rate fell rapidly after 
the first week of hospitalization. Coma, or even an 
altered sensorium of lesser degree, had an unfavourable 
effect on the outcome. A large number of patients 
in this study had elevated blood pressures, and this 
also had an unfavourable effect on the prognosis. Ad- 
vancing age did not seem to influence the prognosis. 
It appears that the patients who die in the first day or 
two are so desperately ill that little can be done to 
improve the situation during this period. 


The primary objective of surgery is the preven- 
tion of recurrent bleeding, and its risks must be weighed 
against those of recurrent hemorrhage. It is the feel- 
ing of the authors that surgical intervention in properly 
selected cases is life-saving. S. J. SHANE 


Primary Rhabdomyosarcoma of the Heart. 
G. C. Core: Ann. Int. Med., 52: 1124, 1960. 


The twentieth case of rhabdomyosarcoma of the heart 
is reported. Clinically, it was diagnosed as a primary 
pulmonary carcinoma with metastases to the heart 
and pericardium. In retrospect, the clinical picture 
seems to have presented symptoms and findings indicat- 
ing a primary heart tumour. The antemortem diagnosis 
of primary heart tumour is important in view of the 
surgical progress being made in removing certain of 
these tumours. Although the diagnosis is still difficult 
to establish clinically, the author believes that physi- 
cians must become more aware of this possibility. 
Such a diagnosis is made possible by better apprecia- 
tion of the presenting clinical pictures such: as varying 
murmurs, unexplained arrhythmias, suggestive valvular 
disease in the absence of specific etiological factors, 
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and progressive heart failure despite adequate treat- 
ment. Diagnosis is further facilitated by angiocardio- 
graphy, cytological examination of pericardial fluid, 
and roentgenographic and electrocardiographic studies. 
Finally, a high index of suspicion in the presence of . 
any unusual or bizarre cardiac condition may aid in 
directing the diagnosis toward a primary cardiac 


tumour. S. J. SHANE 


Mild Pulmonic Stenosis: A Clinical and Hzmodynamic 
Study of Eleven Cases. 


S. M. Ayres AND D. S. Lukas: Ann. Int. Med., 52: 1076, 
1960. 


Eleven patients with mild pulmonic stenosis and right 
ventricular systolic pressures of less than 50 mm. Hg 
were studied clinically and hzmodynamically. Nine 
were completely asymptomatic; two had some dyspnoea 
and fatigue. A systolic murmur of varying intensity 
and quality was present over the pulmonic area in all, 
and four had a short blowing diastolic murmur along 
the left sternal border. A systolic ejection click was 
noted in the pulmonic area in four patients. Roent- 
genographic studies demonstrated dilatation of the 
main pulmonary artery, without definite evidence of 
chamber enlargement in most cases. Two patients had 
suggestive electrocardiographic evidence of right ven- 
tricular hypertrophy. One had complete right bundle 
branch block, while two others had incomplete right 
bundle branch block. 

Cardiac catheterization demonstrated right ven- 
tricular-pulmonary artery systolic pressure gradients of 
7 to 20 mm. Hg, mild right ventricular hypertension, 
normal cardiac outputs, and normal arterial oxyhzemo- 
globin saturations. There was no evidence of intra- 
cardiac shunts. 

On physical examination the lesion was- commonly 
confused with patent ductus arteriosus and ventricular 
septal defect. S. J. SHANE 


After-History of Pulmonary Tuberculosis. The First 15 
Years after Diagnosis. 


D. W. ALLING AND E. B. Boswortu: Am. Rev. Respira- 
tory Dis., 81: 839, 1960. 


During the years 1938-1948 in eight New York 
counties, 564 persons were found to have active pul- 
monary tuberculosis. The disease was minimal in 130, 
moderately advanced in 211, and far advanced in 223. 
During the 11-year study period, the annual incidence 
of cases was found to decrease markedly in the age 
group 14-29 years, to decrease moderately in the age 
group 30-49 years, and not to decrease in the age 
group 50 years and older. 

In the analysis of the follow-up data, persons included 
in the study were grouped according to the stage of 
pulmonary tuberculosis at the time of diagnosis (min- 
imal, moderately advanced, far advanced). There is 
a noticeable similarity in the follow-up experience of 
the three groups from the eleventh through the fif- 
teenth anniversaries of diagnosis; in each group during 
this period there was a small decrease in the proportion 
of persons with active disease, a smaller decrease in 
the proportion of persons with arrested disease, and 
minor increases in the proportions of persons who died 
from tuberculosis and those who died from other causes. 

Both the relapse rates and the remission rates ob- 
served among the three groups of persons tended to 
decrease as the length of time in the arrested or active 
state of tuberculosis increased. S. J. SHANE 
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Subacute Granulomatous Thyroiditis: A Review. 
F. U. Sremperc: Ann. Int. Med., 52: 1014, 1960. 


During the past few years subacute granulomatous 
thyroiditis has shown a considerable rise in incidence, 
possibly because the correct diagnosis is made more 
frequently. 

The cause is not known. It may be caused by a 
virus infection, possibly by transmission from the upper 
respiratory tract. There is an increasing body of evi- 
dence that subacute thyroiditis may be an auto-immune 
disorder, characterized by sensitization of the patient 
against his own thyroid. 

The symptoms consist of fever, painful localized 
swelling of the gland, and signs of mild hyperthyroid- 
ism. The most outstanding laboratory finding is reduced 
radioactive iodine uptake with normal to high protein- 
bound iodine level. In severe cases the protein-bound 
iodine value may show a transient drop. This is associ- 
ated with a stage of clinical hypothyroidism. 

Recovery is spontaneous. It can be accelerated in 
some cases by radiotherapy or use of adrenocortical 
steroids. S. J. SHANE 


A Study of the Association of Group A Streptococci with 
Acute Glomerulonephritis. 


S. H. BERNSTEIN AND M. STILLERMAN: Ann. Int. Med., 

52: 1026, 1960. 
In this study, each of 51 patients with acute glomerulo- 
nephritis had either bacteriological and/or serological 
evidence of preceding streptococcal infection. The 
demonstration of a variety of group A streptococci in 
the throat cultures of the patients and their familial 
contacts suggests that many strains are capable of 
precipitating nephritis in man. The streptococcal anti- 
body that was correlated most regularly with the oc- 
currence of acute glomerulonephritis was antistrepto- 
lysin O. Three of the patients had direct or indirect 
evidence of recurrence on exacerbation of nephritis 
after new streptococcal infection. None of the 51 pa- 
tients had evidence of chrenic renal disease at the time 
of writing, but further qbservation is planned to assess 
the relationship between acute _ post-streptococcal 
glomerulonephritis and latent or chronic nephritis. 


S. J. SHANE 


SURGERY 


Adenocarcinoma of the Rectum. 
V. A. GILBERTSEN: Ann. Surg., 151: 340, 1960. 


The incidence and location of tumour recurring after 
operations performed to cure carcinoma of the rectum 
were studied in 125 patients who were followed up 
until they died. Of the 125 cases, 89 had undergone 
abdominoperineal excision: the overall five-year survival 
rate was 52% (80% in the Dukes A lesions and 23% 
in the Dukes C). Half of the recurrences were proved 
at autopsy, re-operation or biopsy to be in the local 
area, near the site of the primary and thus at the 
borders of the initial excision. Most tumours recurring 
locally after abdominoperineal excision were in the 
antero-posterior plane: in the vaginal wall in women, 
and in the pelvic-presacral area posteriorly in men. 
There has been little modification of the operation 
which Miles described in 1908 to cover zones of up- 
ward, downward and lateral dissemination. The numer- 
ous recurrences demonstrated in the lateral area suggest 
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that any revision of the abdominoperineal operation 
should include a greater consideration of the vaginal 
wall cul-de-sac area, the area made up of the base of 
the bladder, the prostate gland and the distal ureter, 
and the precoccygeal-perineal area. BuRNs PLEWES 


Consideration of Indications for Preoperative Transfusions 
Based on Analysis of Blood Volumes and Circulating 
Proteins in Normal and Malnourished Patients with and 
without Cancer, 


J. C. Pepen et al.: Ann. Surg., 151: 303, 1960. 


The common practice of preoperative administration of 
blood transfusions to patients who have lost weight 
or are anemic is questioned as a result of a series 
of studies of blood volume, venous hematocrit and 


- plasma protein levels determined in many types of ill 


and well people. There are wide variations in blood 
volume in relation to body weight among normal 
individuals, in great part related to their body fat. 
Cachectic persons without advanced cancer, renal or 
hepatic disease or chronic infection have supranormal 
blood volumes relative to lean normal people. Simple 
malnutrition results in high plasma volumes. 


Unless hemorrhage has been recent or is in pro- 
gress, a transfusion is rarely indicated unless it is 
ascertained that the low hemoglobin value or red cell 
count represents a_ significantly smaller circulating 
red cell volume than normal. Transfusions given in the 
presence of normal or greater blood volumes involve 
the hazard of pulmonary oedema and death. The 
indications for correction of “angzmia” in preparation 
for operation have not been defined. 

These studies contradict the concept that the 
cachectic individual who has not bled has a signifi- 
cantly reduced blood volume and is benefited by 
transfusion of blood preoperatively. Burns PLEWEs 


Resectional Therapy for Residual Noninfectious Cavitary 
Tuberculous Lesions, 


W. R. Wess, J. L. Worrorp anp H.-K. Strauss: Am. 
Rev, Respiratory Dis., 81: 850, 1960. 


Two hundred operations were performed on 188 non- 
infectious tuberculous patients with cavitary residual 
lesions. Follow-up study from three to 57 months 
showed about equal results in the initially treated 
and re-treatment groups so long as there was adequate 
drug control. At the time of writing, 175 (93.1%) 
were free from disease as a result of surgery and 
limited postoperative antimicrobial therapy, with a 
total of seven deaths and 14 reactivations. 


These observations suggest that resection can and 
probably should be performed for the cavitary tubercu- 
lous lesion even in the absence of demonstrable bacilli, 
with the expectation of satisfactory initial and late 
results for both the initially treated and re-treatment 
groups. In both categories the results appear superior 
to the published results of long-term nonsurgical 
therapy, and suggest that residual cavities, regardless 
of the noninfectiousness of the sputum, should be re- 
sected. Indefinitely prolonged postoperative antimicro- 
bial therapy now seems to be the preferred treatment. 
As the results quoted were obtained with antimicrobial 
therapy for only six months to one year, it would 
seem that the patient with a cavitary residual is better 
protected by surgery and even by short-term treatment 
than by indefinitely prolonged medical therapy alone. 

S. J. SHANE 
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Wound Irrigation to Prevent Local Recurrence of 
Cancer. 


R. G. Corirer, G. O. McDonaLp AND W. H. Co te: 

A.M.A. Arch, Surg., 78: 528, 1959. 

In a search to find an anticancer agent that would 
be useful as a wound irrigant to kill implanted cancer 
cells, an experiment was carried out using rats and 
a suspension of 256 Walker carcinosarcoma tumour- 
cell. Agents were tested that do not depress the bone 
marrow, and which therefore would not interfere with 
the later use of alkylating agents such as nitrogen 
mustard or thioTEPA as further treatment. 

A form of monoxychlorosene, Clorpactin XCB, was 
found to be the most effective agent which did not 
depress bone marrow and yet prevented growth of 
tumours in the experimental animal. The authors have 
therefore decided to use a 1% Clorpactin XCB solution 
to irrigate surgical wounds after radical mastectomy, 
and radical neck dissection and for the perineal portion 
of an abdominoperineal resection. Burns PLEWES 


Supradiaphragmatic Transposition of Spleen for Portal 
Hypertension. 


H. L. HorrMAn AnD S. O. FREELANDER: A.M.A. Arch. 

Surg., 80: 452, 1960. 

The good results obtained with transposition of the 
spleen to a position above the diaphram by Nylander 
and Turunen in Finland, in three patients with bleeding 
cesophageal varices, led to an experimental investiga- 
tion of the procedure and its use in three patients. 

Dogs were operated upon through the chest, the 
diaphragm was split, the spleen brought into the chest, 
both pleura and spleen were abraded and the dia- 
phragm was closed about the splenic pedicle. Later the 
portal vein was ligated in these dogs and 50% of the 
animals survived. Control animals which did not under- 
go transposition of the spleen all died after portal 
ligation. 

The three patients had cirrhosis of the liver and 
were bleeding, so that ligation of the cesophageal 
varices was undertaken. The spleen was brought above 
the diaphragm during the same operation. Short-term 
results are promising: two patients feel better, liver 
enlargement has decreased, and there has been no 
further bleeding. One patient died of delirium tremens. 

Burns PLEWES 


Management of the Tetralogy of Fallot when Com- 
plicated by Pulmonary Tuberculosis. 


R. H. Berges, T. THoMAs AND N. Gopinatu: Am. Rev. 

Respiratory Dis., 81: 805, 1960. 
The literature on the association of active pulmonary 
tuberculosis and the tetralogy of Fallot is reviewed 
in this paper. A total of 173 patients having the 
tetralogy of Fallot or one of its variants was studied. 
Of the 173, there were 10 patients with associated 
active pulmonary tuberculosis. The authors feel that 
treatment of patients with these associated lesions 
should be individualized. After the pulmonary lesion 
has received the maximal benefit from chemotherapy, 
treatment of the cardiac lesion can be carried out with 
an acceptable risk. When the pulmonary lesion has to 
be treated surgically, individual circumstances dictate 
whether the pulmonary or cardiac lesion should be 
corrected first. In one instance, a left upper lobectomy 
and simultaneous Blalock operation were carried out 
with success. , 

In none of the cases was there evidence of extension 
or reactivation of the pulmonary tuberculous process 
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after a systemic pulmonary arterial anastomosis for the 
tetralogy of Fallot. S. J. SHANE 


BACTERIOLOGY 


Production of “Anti-Isoniazid” Substance by Isoniazid- 
susceptible, Isoniazid-resistant, and Unclassified Strains 
of Mycobacteria. 


A. S. YouMANS AND G. P. Youmans: Am. Rev. Respiratory 
Dis., 81: 929, 1960. 


Culture filtrates of 10 isoniazid-resistant strains, six 
unclassified strains, 15 recently isolated human drug- 
susceptible strains, the H37RaN strain, and the H37Rv 
strain were tested for the presence of “anti-isoniazid”. 
It was found that the unclassified and drug-susceptible 
strains produced a significantly larger amount of anti- 
isoniazid than did the resistant strains and the H37RaN 
strain. There was no relationship between the produc- 
tion of anti-isoniazid and the catalase activity of the 
resistant strains, but more anti-isoniazid was produced 
by resistant strains isolated from humans than from 
strains which developed resistance in vitro or in the 
rabbit. The presence of isoniazid in the culture medium 
did not increase production of anti-isoniazid. 

S. J. SHANE 





BOOK REVIEWS 


ESSAYS ON THE FIRST HUNDRED YEARS OF AN4S- 
THESIA, Vol. 1. W. S. Sykes. 171 pp. Illust. E. & S. 
Livingstone, Ltd., Edinburgh; The Macmillan Company 
of Canada Limited, Toronto, 1960. $5.00. 


This volume is not just another history of anzesthesia 
but, as the title indicates, it is a series of essays on 
some aspects of the development of what was un- 
doubtedly one of the greatest innovations in the whole 
history of medicine. And very interesting essays they 
are—witty, opinionated, provocative, but never dull. 
Dr. Sykes gives a realistic picture of Victorian-age 
surgery into which anzsthesia was suddenly plunged 
in 1846, and of the chaos which resulted until Lister 
again revolutionized surgery with antisepsis in 1867. 
There are delightful chapters on some little known 
incidents in the history of curare, the use of chloro- 
form in obstetrics, and the great chloroform contro- 
versy which led to heated exchanges between surgeons 
of Edinburgh and London. One gets the impression 
that surgeons and medical editors of the nineteenth 
century were never hesitant in expressing their opinions 
in outspoken invective, and that the medical profession 
was occupied with quarrels and personal feuds which 
seem to us strangely out of place among gentlemen. 
The author paints a memorable picture of Thomas 
Wakley (1795-1862), the founder and long-time editor 
of the Lancet. In fact, the preparation of this volume 
was accomplished partly by a painstaking study of the 
files of the Lancet for more than a century. 


Dr. Sykes writes in a smoothly entertaining fashion. 
This is not surprising, because in addition to his many 
years in anesthesia and general practice he has been 
a successful writer of “whodunits”. One of his detective 
stories, “The Mystery of the Missing Money Lender”, 
was for long a best-seller in the Penguin series. 
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Henry E. Sigerist ON THE SOCIOLOGY OF MEDICINE. 
Edited by M. I. Roemer. 397 pp. MD Publications Inc., 
New York, 1960. $6.75. 


This is a companion volume to the collection of essays 
by Henry Sigerist entitled “On the history of medi- 
cine”. Both volumes are well worth reading but for 
different reasons. Sigerist, the scholarly historian, was 
a complex individual, not by any means content to 
remain a cloistered savant. His study of the history of 
medicine with particular emphasis on the place of 
medicine in social history, and his wide travels through- 
out Africa, India, Russia and many other parts of the 
world convinced Sigerist that the lessons of the past 
should be our guide to the best form of medical organ- 
ization for the future. In these essays one is aware 


of his missionary zeal. He believed strongly that medi-* 


cine was more of a social science than a natural science. 
“In combating disease the physician uses methods of 
the natural sciences every day, but to a social end.” He 
was much impressed by what he saw of Russian medical 
organization in the 1930’s and he believed that the 
advantages of this system could be applied in the 
capitalistic part of the world. Though many Canadian 
doctors may not realize it, Henry Sigerist had a good 
deal to do with the planning of the health services 
in Saskatchewan. In 1944, after he had made an 
extensive survey on the basis of a trip to Saskatchewan 
and in consultation with many organizations and in- 
dividuals, his report was presented to the Minister of 
Public Health of Saskatchewan. Many of his recom- 
mendations have been acted upen and it appears that 
some of his rather more radical suggestions will per- 
haps be put into effect by the recently elected govern- 
ing party of Saskatchewan. One of the essays in this 
book is the report of the Saskatchewan Health Serv- 
ices Survey Commission. 

There are frequent references to the discrepancies 
which exist in North America between the high level 
of scientific medicine and the failure to apply what 
is known to all segments of the population. The dis- 
tribution of practitioners is very uneven. Many families 
are unable to afford adequate medical care and do not 
live near medical facilities for the indigent. 

This book is thought-provoking and extremely lucid 
in the presentation of many problems which concern 
all physicians in this country. Those doctors who are 
opposed to salaries for medical practitioners, to group 
practice, perhaps organized by a governmental health 
body, and to interference with the right of a medical 
practitioner to practise wherever he pleases, will find 
a challenging and opposing stand clearly presented 
in this book. 


L’ANNEE ENDOCRINOLOGIQUE. Onziéme Année. (The 
Endocrinologic Year, 11th Year.) M. Albeaux-Fernet and 
others. 212 pp. Masson & Cie., Paris, 1959. $5.00 approx. 


Ce volume contient les principales recherches et 
découvertes de ces derniéres dans le domaine de 
Yendocrinologie. 

Surrénales: Aprés révision des différents dosages 
urinaires des corticoides et stéroides surrénaliens, les 
modalités de l’hyperplasie congénitale sont clairement 
expliquées. Enfin une excellente revue sur les hyperaldo- 
stéronismes cléture ce chapitre. 

Thyroide: On y étudie les fonctions cortico- surrénales 
au cours du myxcedéme primaire, les états hypomé- 
taboliques et les différentes hypothyroidies par ano- 
malies de la synthése hormonale. 
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Neuro-hypophyse: On présente les arguments en 
faveur de lorigine hypophysaire de la maladie de 
Cushing. 

Ovaires: D’aprés L. Wilkins et col. on met les obsté- 
triciens en garde contre l’emploi trop généreux des 
hormones lutéoides susceptibles de causer la mas- 
culinisation foetale. 

Affections para-endocriniennes: Ce chapitre laisser 
supposer les liens étroits qui pourraient exister entre 
la psychiatrie et l’endocrinologie, par |’intermédiaire de 
la sérotonine et de la reserpine. 

En résumé ce livre ressemble sous plusieurs aspects 
au “year book”; il est au point et sa lecture est trés 
facile et agréable. 


CARCINOMA OF THE THYROID GLAND. A Clinical 
and Pathologic Study of 293 Patients at the University 
of California Hospital. Stuart Lindsay, San Francisco, Cal. 
168 pp. Illust. Charles C Thomas, Springfield, Ill.; The 
Ryerson Press, Toronto, 1960. $8.50. 


This monograph describes one of the largest series 
(293 cases) of thyroid carcinoma ever reported. The 
emphasis is pathological rather than clinical. For ex- 
ample, the role of scanning thyroid radioiodine in the 
diagnosis of carcinoma is entirely omitted. It is now 
well established that most thyroid carcinomata pick 
up little or no I'*, 

The author’s classification of carcinoma of the thyroid 
gland into two main types, papillary and follicular, 
and his speculation that the anaplastic variety is 
derived from both, are of interest. Because of the 
frequently prolonged course, only additional observa- 
tion and clinico-pathological correlation will tell 
whether this has biological and clinical significance. 
Hyperthyroidism was associated in 2% of this series, 
indicating that its presence does not exclude the exist- 
ence of concomitant thyroid carcinoma. 

A large part of the book is statistical, and because 
of this and the multiplicity of similar charts, it makes 
for difficult reading. The bibliography is rather sparse. 
This work is by no means the final word on the topic. 
It will be of some interest to physicians, surgeons and 
pathologists who deal with the problem. 


KLINISCHE CHIRURGIE FUR DIE PRAXIS. In 4 
Banden. Band I, Lieferung 2. (Clinical Practice of Surgery. 
In 4 Volumes. Vol. I, Part 2.) Edited by O. Diebold, H. 
Junghans and L. Zukschwerdt. 329 pp. Illust. Georg 
Thieme Verlag, Stuttgart, W. Germany; Intercontinental 
Medical Book Corporation, New York, 1960. $6.40. 


The second section of this promising work contains 
four monographs. The first is on shock, a surgically 
important condition and one better understood from 
year to year. Pathogenesis, symptomatology and 
therapy are well presented, and with the historical 
development the most up-to-date results of research are 
also mentioned. The second monograph is on hzmor- 
rhage, its control and blood replacement. An interest- 
ing part here is the practical advice given for the 
determination of blood grouping, symptoms of faulty 
and mistaken transfusions and their treatment. The 
third part is an essay on water, electrolyte and protein 
metabolism, and their importance in normal and patho- 
logical conditions. The last part of this section, on 
thrombosis and embolism, gives a lucid description 
of the process of blood coagulation and the proper 
use of anticoagulants. 

The usefulness of these articles is enhanced by 
frequent references to the most recent literature. 
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MAN AGAINST AGING. Robert S. De Ropp, Ph.D., Uni- 
versity of London, 310 pp. St. Martin’s Press, New 
York; The Macmillan Company of Canada Limited, To- 
ronto, 1960. $5.75. 


Described as the “first authoritative book for the 
general reader of man’s struggle against the aging 
process from the earliest times to the latest scientific 
discoveries”, this work is interesting and informative. 
For many physicians, it would serve as a “refresher” on 
classic work — in both significant and fad categories, 
or as source for anecdotes, aphorisms and quotations. 

De Ropp, author of Drugs and the Mind and of a 
number of scientific papers, is a biochemist — formerly 
a visiting researcher at the Rockefeller Institute. His 
conclusions are implied in, “With the passage of time, 
men and women inevitably age and there is not much 
we can do at the moment, either to halt or to reverse 
this aging process.” 

Recounting how ancients pursued the quest for 
lasting vigour by “inhalation of the breath of young 
girls”, De Ropp touches on the ephemeral excitement 
generated by “rejuvenation” effects reported by Brown- 
Séquard, Bogomolets, Steinach, Voronoff and others. 
He then reviews and relates a number of essays to- 
ward expanding and intensifying knowledge on aging. 
Three processes are said to be involved: gradual ac- 
cumulation of harmful substances; gradual loss of 
certain vital materials, and a slow physical change of 
body proteins. Admitting “vagueness” in some state- 
ments, it is pointed out that “we lack those facts that 
would enable us to be other than vague”, and hope is 
expressed for “a greatly accelerated program of re- 
search”. 

The lengthy final chapter on the art of aging pre- 
sents common-sense views on practical procedures 
likely to aid in facing the inevitable with a degree of 
dignity. There is a ten-page bibliography, but an in- 
adequate index is further impaired by an odd form 
of an only partially alphabetical listing. 

A general criticism might concern the “bits-and- 
pieces” approach, where a broader angle of view might 
have induced brighter illumination. Such a “theory” is 
pointed at on page 44, with reference to “what was 
probably a million years of prehistory” in relation 
to “man the hunter”. The implications of this accepted 
anthropological view are ignored in later discussions 
of dietary influences affecting development. In partic- 
ular, the “conventional wisdom” about low-fat regimens 
(including the highly questionable hypotheses of Ancel 
Keys) is pafxotted without qualification or apparent 
scepticism. 


PREMATURE BABIES. Their Nursing Care and Manage- 
ment. A. K, Geddes, Montreal. 215 pp. Illust. W. B. 
— Company, Philadelphia and London, 1960. 


This handbook is directed to the nurse whose primary 
interest is the immature infant. 

The author points out in the preface that practical 
care is greatly enhanced by a knowledge of its phi- 
losophy and background, and has, therefore, set out 
to leaven practice with philosophy. In this he has 
largely succeeded within the limits desirable for the 
purpose of this book. 

The first five chapters are on the general physiology 
of pregnancy and the birth process, and on the physi- 
ology, appraisal and management of the jhewborn 
immediately after delivery. This is followed by thirteen 
chapters on selected topics and problems pertinent to 
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the premature infant such as infection, vomiting, retro- 
lental fibroplasia, jaundice, and deficiency states. 

The last seven chapters are devoted to discussion of 
techniques of care, the organization of a premature 
nursery and home care. A final brief but important 
chapter emphasizes the public health aspects of pre- 
maturity. . 

Comments which might be made are perhaps more 
a reflection of the rapidly changing ideas on the physio- 
pathology of the newborn period than a criticism of the 
content of the book. For example, while the importance 
of the initial post-natal appraisal is emphasized, the 
probable relation of postnatal asphyxial depression to 
the subsequent development of the respiratory distress 
syndrome is not discussed. Careful observation of 
clinical status and respiration in terms of rate, regu- 
larity and retraction will seldom fail to reveal abnor- 
mality from the earliest seconds of life in such cases, 
which can be correlated with the biochemical changes 
of asphyxia. Again, an unqualified statement (p. 65) 
that cardiac catheterization studies should be deferred 
in a premature could be questioned. Probably at least 
half of congenital cardiac anomalies are surgically 
correctable. Since many correctable conditions are 
lethal within a few hours or days, the relatively in- 
creased risk of catheterization of a premature may, in 
special circumstances, have to be accepted in order 
that diagnostic information may be obtained for life 
to be saved. 

The author points out that the bulk of the mortality 
of newborns and prematures occurs within a few days 
of birth, and this has not substantially altered -since 
the beginning of the century. It follows, therefore, that 
progress in reducing this early mortality can only be 
made by increased investigation and treatment in the 
critical first hours of life. To some extent, therefore, the 
doctrine of non-interference and no-touch for the pre- 
mature requires modification. It is incumbent on the 
instructor of the premature nurse to teach the urgent 
necessity for investigation and treatment in this critical 
period, particularly in relation to cardiovascular and 
respiratory problems, which are responsible for most of 
this early mortality. 

In general this book provides, for the nurse, a com- 
petent and clear summary of the premature’s special 
problems and their management, and can be recom- 
mended. 


DAS PRAXISLABORATORIUM. Kurze Zusammenstel- 
lung der heutigen Laboratoriums diagnostik in der Praxis. 
Dr. E. Grabener, Medizinische Universititsklinik, Kiel. 
102 pp. Illust. Georg Thieme Verlag, Stuttgart, W. 
Germany; Intercontinental Medical Book Corporation, 
New York, N.Y., 1960. DM 12.50; $3.20. 


This little book is a brief compilation of the diagnostic 
tests presently in use in the author’s laboratory. The 
text is brief, clear and to the point. For the North 
American reader the chief interest lies in the diver- 
gence which has taken place in our methods from those 
presented in this book. For instance, the Sahli method 
for determination of hemoglobin is no longer favoured 
here, although it is the only one mentioned in the text. 
Much of the hematology has a similar reminiscent 
flavour. The section on urinalysis includes a number 
of tests, such as the diazo-reaction, which lack specifi- 
city and tend to be regarded as obsolete. Although 
some of the illustrations are not above criticism, the 
format of the little book is otherwise excellent. 
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HISTOPLASMOSIS. Edited by H. C. Sweany. 538 pp. 
Illust. Charles C Thomas, Springfield, Ill.; The Ryerson 
Press, Toronto, 1960. $16.00. 


This book contains a wealth of information concerning 
histoplasmosis, a fungous infection which in the past 
decade has been found not only to be prevalent in 
certain parts of North America but also to be capable 
of evoking disease which in many ways resembles 
tuberculosis. 

The first few chapters have to do in the main with 
the morphological and physiological characteristics and 
the geographic distribution of Histoplasma capsulatum, 
the agent responsible for histoplasmosis. The chapters 
immediately following contain accounts of the patho- 
genesis of histoplasmosis in animals and in man. Two 


of these, both of which were written by the editor; * 


deserve special mention as they constitute stepping- 
stones to the chapters on the clinical aspects of histo- 
plasmosis which make up the remaining one-third of 
the book. 

The chapters on histoplasmosis as seen in living man 
include accounts of the roentgenographic aspects, ways 
and means of establishing the diagnosis, clinical types, 
and methods of treatment currently in use. 

The editor and the publisher of this book have done 
a remarkably fine piece of work in collecting informa- 
tion concerning histoplasmosis and in presenting it in 
the way they have. All who in any way have to do 
with fungous infections, and all internists with a special 
interest in diseases of the chest, will find this book one 
worth having close at hand. 


AN APPLICATION OF PSYCHOANALYSIS TO EDUCA- 
TION. Richard M. Jones, Waltham, Mass. 124 pp. Charles 
C Thomas, Publisher, Springfield, Ill; The Ryerson Press, 
Toronto, 1960. $6.00. 


Lawrence Kubie, in his introduction to this book, 
states, “There is an incessant interaction between uni- 
versal but subtly masked neurotic mechanisms and 
the educational process, and as a result of this interplay 
education is blocked and distorted.” The author of the 
book presents a cartfully designed research project 
devised to test the ditect and indirect effects of a self- 
knowledge workshop on the level of self-acceptance 
and the quality of ethnic attitudes in a group of teen- 
aged girls in a preparatory boarding school. A battery 
of psychological tests designed to evaluate direction 
and degree of change in these areas was administered 
at the beginning and at the conclusion of the workshop, 
which extended over the school year. Findings were 
compared with those obtained with two control groups 
of students. 

The workshop combined free discussion periods and 
periods devoted to traditionally structured classes. The 
author acted as a non-directive group leader in the 
discussion periods, and as formal lecturer in the 
classes. 

The author describes chronologically, with ver- 
batim material, the development of the group in the 
free discussion periods. Beginning group awareness, 
struggles to force the leader into the authoritative 
teacher’s role, anxiety over emerging awareness of 
previously unrecognized conflicts in relation to authority 
and aggression, are all documented. Commendable skill 
is demonstrated in the author’s handling of near-ex- 
plosive situations arising out of individuals’ transference 
problems, i.e. distortions based on unresolved conflicts 
originating in childhood relationships. The capacity of 
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members of the group to integrate these emerging 
affects, and to utilize the insights thereby gained in 
movement towards greater emotional maturity, is 
clearly shown. 

In evaluating his test results, the author finds that an 
educational setting providing opportunity for release 
of and effective dealing with ordinarily repressed ideas 
and feelings is more effective in increasing self-accept- 
ance and in correcting prejudiced ethnic attitudes than 
the traditional settings to which the two control groups 
were exposed. 

The author’s successful presentation is somewhat 
marred by the publisher’s carelessness in printing an 
unusually large number of spelling and grammatical 
errors. 


LE CORTEX CEREBRAL. Etude neuro-psycho-patho- 
logique. (Neuro-Psycho-Pathological Study of the Cere- 
bral Cortex). J. De Ajuriaguerra and H. Hecaen, 458 
pp. Illust. 2nd ed. Masson & Cie., Paris, France, 1960. 
$9.00 approx. 


Dix ans aprés la premiére édition, la parution du 
nouveau Cortex cérébral nous apparait comme une 
véritable nouveauté. Fidéles au plan initial, les auteurs 
étudient encore les divers lobes séparément avec leurs 
syndromes anatomo-cliniques, que ceux-ci soient dis- 
tincts ou quils chevauchent,—comme c’est le plus sou- 
vent les cas. Les apports neurophysiologiques sont nom- 
breaux; ils sont souvent contradictoires. Nous eussions 
aimé que les auteurs prissent davantage position en 
faveur d'une interprétation,—disons, la plus plausible 
sinon la plus acréditée,—plut6t que de laisser de 
lecteur essayer de faire le point dans cette masse de 
documents. La bibliographie est impressionnante. Elle 
puise véritablement aux sources de la neurologie inter- 
nationale. Cette premiére partie rappelle les bons 
textes anglo-saxons. 

La deuxiéme partie est la tranche la plus importante 
du volume,—et aussi la plus personnelle; elle comprend 
a peu prés les deux tiers de l’ouvrage. Toutes les 
théories de l’aphasie sont exposées et discutées objec- 
tivement. Mais ce sont surtout les praxies et les gnosies 
qui constituent le noyau fondamental de étude du 
Cortex cérébral. Je n'insiste pas sur la soin apporté a 
la rédaction des données historiques ni sur la mise a 
jour des références bibliographiques 4 retenir. Je 
veux plutét souligner Yorginalité de certains pro- 
cédés d’examen des diverses agnosies et signaler 
Yheureuse initiative d’avoir fait porter l’accent sur 
le dénominateur commun agnosie, ce qui a pour effet 
de simplifier énormément la complexité d’exposition 
des diverses modalités des méconnaissances visuelles, 
auditives, tactiles et gestuelles. L’ouvrage se termine 
par une brillante exposition des phénoménes psycho- 
sensoriels déroutants que sont les hallucinations. La 
présentation ne pouvait quétre excellente puisqu’elle 
die a l’équipe de la maison Masson. 


A SYNOPSIS OF FEVERS AND THEIR TREATMENT. 
Revised by James H. Lawson. 10th ed. 183 pp. Year 
Book Publishers Inc., Chicago, IIl., 1960. $3.00. 


The title of this pocket-size book fully covers an ade- 
quate review. Information is presented in about as 
concise a form as possible, with the result that one 
reads the synopsis of a topic in a few moments. Ma- 
terial is didactic, uncontroversial, useful for students 
cramming for examinations; a quick and reliable refer- 
ence for busy general practitioners. 
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oral Uu VICIN 


GRISEOFULVIN SCHERING 


FIRST EFFECTIVE PENETRATION OF KERATIN — 
FROM THE INSIDE 


Pathogenic fungi invade and proliferate in the stratum 
corneum (and also in keratinized part of nails and hair), 
where they are usually inaccessible to treatment from the 
outside by topical antifungal agents, even with the aid 
of keratolytics. 


Following oral administration, FULVICIN is absorbed 
and incorporated in newly growing dermal cells. As these 
cells approach the surface and become keratinized, they 
retain sufficient amounts of FULVICIN to provide fungi- 
stasis. FULVICIN has also been identified in hair shafts 
in fungistatic concentrations.’ 


“CURLING FACTOR” INHIBITS FUNGAL GROWTH — 
PERMITS OUTGROWTH OF HEALTHY TISSUE 


Hyphal (filamental) tips of fungi are curled, contorted and 
stunted by FULVICIN.* Growth ceases, further penetra- 
tion of keratin halts, and the fungal disease is arrested. 


Fungus inhibited by FULVICIN is cast off as keratin 
grows out and sloughs off. Healthy tissue replaces infected 
keratin of skin, hair or nails. 

Packaging: FULVICIN Tablets, 250 mg., bottles of 30, 100 and 500. 


REFERENCES: (1) Williams, D. lI., 
Marten, R.H., and Sarkany, |.: Lancet 


* ‘Trade Mark 
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FORTHCOMING MEETINGS 


CANADA 


PaciFic DERMATOLOGICAL ASSOCIATION, Victoria, B.C., 
September 1-4, Dr. Edward J. Ringrose, Secretary-Treasurer, 
2636 Telegraph Ave., Berkeley 4, Cal., U.S.A. 


Wor._p FEDERATION OF SOCIETIES OF ANASTHESIOLOGISTS, 
2np Woritp Concress, Toronto, Ont., September 4-10. 
Dr. R. A. Gordon, Chairman of Organizing Committee, 
178 St. George St., Toronto 5, Ont. 


OnTARIO PuBLic HEALTH ASSOCIATION, Toronto, Ont., 
October 3-5. Dr. G. K. Martin, Secretary-Treasurer, Room 
405, 67 College St., Toronto, Ont. 


CANADIAN SOCIETY FOR THE StuDy OF FERTILITY, Toronto, 
Ont., October 21 and 22, Dr. George H. Arronet, Secretary, 
Infertility Centre, Royal Victoria Hospital, Montreal, Que.: 


CaNADIAN HEART ASSOCIATION AND NATIONAL HEART 
FOUNDATION OF Canapa, Toronto, Ont., November 30- 
December 3. Dr. John B. Armstrong, National Heart 
Foundation, 501 Yonge St., Toronto 5, Ont. 


CANADIAN FEDERATION OF BIOLOGICAL Societies (Canadian 
Physiological Society, Pharmacological Society of Canada, 
Canadian Association of Anatomists, Canadian Biochemical 
Society), Fourth Annual Meeting, Ontario Agricultural 
College, Guelph, Ont., May 31, June 1 and 2, 1961. Dr. 
E. H. Bensley, Honorary Secretary, Canadian Federation of 
Biological Societies, Montreal General Hospital, 1650 Cedar 
Ave., Montreal 25, Que. 


Tuirrp WorLp ConGcrEss OF PsycuiAtry, Montreal, Quebec, 
June 4-10, 1961. The General Secretary, III World Con- 
gress of Psychiatry, 1025 Pine Avenue West, Montreal 2, 
Quebec. 


Tue Socrety OF OBSTETRICIANS AND GYNECOLOGISTS OF 
CANADA—LA SOCIETE DES OBSTETRICIENS ET GYNECOLOGUES 
pu Canapa, Annual Meeting, The Chantecler, Ste-Adéle- 
en-Haut, Quebec, June 16-18, 1961. Dr. F. P. McInnis, 
Secretary, 688 Oriole Parkway, Toronto 12, Ont. 


CANADIAN MepicaL AssociATION, 94th Annual Meeting, 
Montreal, Que., June 19-23, 1961, Dr. A. D. Kelly, General 
Secretary, 150 St. George St., Toronto 5, Ont. 


UNITED STATES 


INTERNATIONAL SOCIETY OF ORTHOPEDIC SURGERY AND 
TRAUMATOLOGY, 8th Gongress, New York, N.Y., September 
4-10. Dr. L. R. Straub, 535 East 70th St., New York, N.Y. 


NATIONAL CANCER CONFERENCE, AMERICAN CANCER So- 
ciety, INc., AND THE NATIONAL CANCER INSTITUTE, Min- 
neapolis, Minn., September 13-15. Dr. Roald M. Grant, 
Coordinator, 521 West 57th St., New York 19, N.Y. 


INTER-SocieTy CrTroLocy Councix, Chicago, IIl., September 
23-25. Dr. Paul A. Younge, Secretary-Treasurer, 1101 
Beacon St., Brookline 46, Mass. 


AMERICAN SOCIETY OF ANESTHESIOLOGISTS, INc., New York, 
N.Y., October 2-7. Mr. John W. Andes, Executive Secretary, 
188 West Randolph St., Chicago 1, IIl. 


AMERICAN PuBLic HEALTH AssocIATION, San Francisco, 
Cal., October 31-November 4. Dr. Berwyn F. Mattison, 
Executive Director, 1790 Broadway, New York 19, N.Y. 


AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYN- 
coLocy, Chicago, IIll., October 9-14. Dr. William L. Bene- 
dict, Executive Secretary, 15 Second St. S.W., Rochester, 
Minn. 


AMERICAN COLLEGE OF SuRGEONS, Clinical Congress, San 
Francisco, Cal., October 10-14. Dr. William E, Adams, 
40 East Erie St., Chicago 11, IIl. 


ACADEMY OF PsycHOSOMATIC MEDICINE, Philadelphia, Pa., 
October 13-15. Dr. Bertram B. Moss, 55 East Washington 
St., Chicago 2, Ill. 


AMERICAN Heart AssociATION, INc., St. Louis, Mo., Oc- 
tober 21-25. Mr. Rome A. Betts, Executive Director, 44 
East 23rd St., New York 10, N.Y. 
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BIOCHEMIST 


An experienced clinical chemist is re- 
quired to head the Biochemistry Division 
of these laboratories. The current volume 
is 175,000 units per annum, of which 85% 
is from the teaching hospital. Further in- 
formation from the Administrator, Labora- 
tory Services, 62 University Avenue, 
Halifax, Nova Scotia. 















































MEDICAL OFFICER 


HEALTH 


To co-ordinate the Public Health Services for the City of 
London, Ontario. 


Must possess a diploma in Public Health and at least three 
years’ training and experience in Public Health administration. 
Full civic benefits. Salary dependent on experience and quali- 
fications. 


Address all correspondence to: 
Mr. W. J. Anthony, 
Personnel Director, 
City of London. 


DIVISION OF MENTAL HEALTH 
PROVINCE OF PRINCE EDWARD ISLAND 


SPECIALISTS IN PSYCHIATRY 


Applications are invited from specialists in 
psychiatry and physicians having post graduate 
training in psychiatry for positions in the Mental 
Hospital and Mental Health Clinics of this Province. 


Duties will include the teaching of affiliate 
nurses and student nursing assistants as well as 
individual responsibility for all phases of psychiatric 
treatment. 


There is a sound contributory superannuation 
plan, generous vacation and sick leave benefits. 


For further information and application forms, 
contact: 


Director of Mental Health, 
P.O. Box 4000, 
Charlottetown, 

Prince Edward Island, 
Canada. 












CHECK-MATES 


for relief in allergic dermatoses 


Holanil 


ANTIHISTAMINE-STEROID 


POLANIL, POLARAMINE, DERONIL— 
Trade Marks 





POLANIL — when an antihistamine alone may 
not be fully effective and full steroid therapy is 
not indicated — for control of the discomfort 
of allergic dermatoses, hay fever and seasonal 
asthma. 

POLANIL —is POLAramine, today’s lowest- 
dosage antihistamine, which blocks histamine 
where it provokes the most intense reaction: 
the skin, the upper g.i. tract and the respira- 
tory tree . . . combined with DeroNIL, today’s 
lowest-dosage steroid, which has intensified 
anti-inflammatory activity with minimal 
effect on electrolyte and water balance. 
POLANIL — rapid, more effective, less risk of 
side effects — lower dosage than any other 
steroid-antihistamine. 

POLANIL — supplied: bottles of 30 and 100 
tablets — Polaramine, 2 mg., Deronil, 0.25 
mg., ascorbic acid, 75 mg. 


—Shevier te 
od 


CORPORATION LIMITED 
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MEDICAL NEWS in brief 


(Continued from page 444) 


C-REACTIVE PROTEIN 
IN CHILDHOOD 
TUBERCULOSIS 


In a group of 82 children with 
primary tuberculosis or its com- 
plications, Zitrin (Am. Rev. Respi- 
ratory Dis., 81: 266, 1960) found 
that C-reactive protein was present 
in the serum of 24 of 50 patients 
with early, active disease; negative 
in 24 of 25 treated children who 
had been in the hospital more than 
two months; and negative in six of 
seven patients with inactive dis- 
ease (the positive test occurring 
in a child with healed tuberculous 
meningitis ). The gamma globulin 
value was abnormal more often 
than the C-reactive protein test. 
There was good correlation, how- 
ever, between the latter and alpha- 
2 globulin. 

Although a negative test does 
not preclude activity, a positive 
test is good evidence of the 
presence of active disease, and is 
most helpful in equivocal cases as 
additional confirmative evidence 
of active tuberculosis. When the 
reaction for C-reactive protein is 
positive early in the disease, con- 
version to negative with serial de- 
terminations appears to be a 
favourable prognostic sign. 


PROGNOSTIC FACTORS 
AND RESULTS OF 
TREATMENT OF PYOGENIC 
PULMONARY ABSCESS 


Of 90 consecutive cases of 
primary pyogenic lung abscess, 
32 achieved a good result from 
medical therapy alone, 21 died 
while receiving medical therapy, 
and 38 patients required operation. 
Of the 21 fatalities among patients 
receiving medical therapy, death 
was thought to be due primarily 
to the abscess in 11 cases; the other 
10 patients succumbed to associ- 
ated diseases. 

Andersen and McDonald (J. 
Thorac. & Cardiovasc. Surg., 39: 
573, 1960) found that certain 
factors strongly suggested the 
likelihood of failure of cure by 
medical treatment alone. In de- 
creasing order of value, these were: 
a cavity 6 cm. or more in diameter; 
a history indicating onset of disease 
earlier than eight weeks before ad- 
mission; staphylococcal infection; 
and location of abscess in lower 
lobe of either lung. 


HAND TALKING CHART 
FOR APHASIC PATIENTS 


A hand talking chart was de- 
vised by Dr. Hamilton Cameron 
who was stricken by coronary 
thrombosis followed by cerebral 
embolism resulting in right hemi- 
plegia and complete aphasia. With 
the use of his left hand this physi- 
cian devised 20 hand signs which 
proved to be a practical clinical 
aid. By means of this chart 


hearing 
improved... 
| tinnitus. 
and vertigo 
relieved in 


circulatory disturbances 
of the inner ear’ 
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aphasic patients impart their basic 
needs and desires, thus dispelling 
their fears and helping them on 
their way to recovery. During the 
last 12 years, the chart has been 
supplied free of charge to 
physicians and nurses through the 
kind co-operation of medical 
editors, nationally and internation- 
ally. Further information may be 
obtained from Dr, Hamilton Cam- 
eron, 601 West 110th Street, Room 
3-LL, New York 25, N.Y. 


hydrochloric N.N.D. 


: effective in 1 twice as many patients 


In patients with disturbances of the inner ear— impaired 
hearing, tinnitus or vertigo — Arlidin produced remission 

. of their chief complaint in over 50% of cases. Rubin and 
Anderson state ‘‘we were very much encouraged, inasmuch as. ~ 
no. other vasodilator that we have ised has ever achieved 


more than a 25 per cent response.” 


“significant hearing improvement”’ 


was obtained in 32.of the 75 patients studied. 


rationale: The clinicians note that impairment in hearing, 
disturbance in balance, and tinnitus involving the inner ear ‘may 
be explained on the basis of labyrinthine artery insufficiency” 

due to spasm or obstruction of the vessels. Ariin was found to be. 
“superior to all other vasodilating measures” in increasing © 

blood flow through these vessels and in allaying spesm. 


Arlidin is available in 6 mg. scored tablets, and 5.mg. per cc. 
parenteral solution. See Vademecum int. for dosage and packaging. 


Protected by Canada Patent Number 516,824 
1. Rubin, W., , and es R.: Angiology 9:256, 1958. 
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RELIABILITY OF TISSUE 
DIAGNOSIS OF PLEURISY 


Pleural biopsy provides a con- 
venient and_ reasonably safe 
method of differentiating granulo- 
matous from nongranulomatous 
pleurisy. Richert et al. (Ann. Int. 
Med., 52: 320, 1960) obtained 
bacteriological confirmation of 
tuberculosis in two-thirds of 24 
cases of granulomatous pleurisy. 
Preliminary follow-up did not show 
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reactivation of tuberculosis in 22 
patients with nongranulomatous 
pleurisy who were sent home from 
the hospital without prolonged 
antituberculosis drug therapy. It 
is considered that, if future follow- 
up confirms this trend, it will indi- 
cate that tissue diagnosis of pleu- 
risy is a reliable means of selecting 
the cases that should be treated 
for tuberculosis. In the future, 
needle biopsies which show granu- 
lomas will be considered to be 


... superior to all other 


 vasodilating measures in its 
effect on the labyrinthine arteries.” 


.. efficacious where other 
vasodilators failed 
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adequate proof of the diagnosis, 
and in these cases the more ex- 
tensive surgical procedures will not 
be performed unless therapeutic 
decortication is needed. 


EVALUATION OF 
ROENTGEN THERAPY 

IN NON-RESECTABLE 
CARCINOMA OF THE LUNG 


Barton, McGranahan, Jr. and 
Jordon (Dis. Chest., 37: 170, 1960) 
review the records of 225 patients 
with non-resectable carcinomas of 
the lung: 103 were given roentgen 
therapy, while 122 had only sup- 
portive therapy. All were dead at 
the time of the study, the longest 
survival time being 42 months. Pa- 
tients treated by x-ray lived an 
average of 5.2 months as compared 
with a survival of 1.9 months in 
the untreated cases. In treated pa- 
tients, symptoms were partially or 
completely relieved in 70%. It is 
concluded that radiotherapy is a 
valuable agent in the control of 
symptoms in inoperable carcinoma 
of the lung and may, at times, re- 
sult in prolongation of life. 





“OCCULT” CARCINOMA 
OF THE BRONCHUS 


Although few in number, the 
15 cases reported by Woolner, 
Andersen and Bernatz in Diseases 
of the Chest (37: 278, 1960) repre- 
sent the discovery and definitive 
treatment of bronchogenic carci- 
noma at an early and presumably 
curable stage of the disease. Symp- 
toms relating to the thorax were 
entirely or virtually absent in four 
cases, while in the remainder 
cough, slight hemoptysis or more 
frequently an episode of pneu- 
monitis was responsible for further 
investigation of the bronchial tree. 
The duration of symptoms, when 
present, ranged from three weeks 
to seven months, but in one case a 
pneumonic episode had occurred 
one year before the patient’s ad- 
mission to the clinic, and in a 
second case the patient had noted 
hemoptysis two years before 
coming to the clinic. 

Roentgenological examination of 
the thorax in 11 cases gave evi- 
dence of pneumonitis which was 
substantiated by pathological ex- 
(Continued on page 19) 
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do-it-yourselfer telephones 




















* cand this morning. 
Doctor, my back 
is so stiff and sore 


| can hardly move.” 


there is a way to early, 
dependable relief 
of his back distress 


POTENT— rapid relief in acute conditions 


sare — for prolonged use in chronic conditions 


EASY TO USE: usual adult dosage is one 350 mg. 
tablet 3 times daily and at bedtime (drowsiness 
may occur, usually at higher dosage) 


SUPPLIED: 350 mg.. white, coated tablets, 
bottles of 50 
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(carisoprodol! Wallace) 


the pain goes while the muscle relaxes 
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MEDICAL NEWS in brief 
(Continued from page 17) 


amination of the resected speci- 
men. In all cases the shadow 
observed on the roentgenogram 
was apparently the result of vary- 
ing degrees of associated peri- 
pheral pneumonitis rather than 
due to a tumour in the lung. 

Cytological examination of either 
sputum or bronchial secretions 
gave positive results in 11 of 15 
cases (73%). In one case positive 
cytological findings had _ been 
noted for more than three years in 
spite of negative findings on re- 
peated x-ray and_ bronchoscopic 
examinations. In two of four cases 
in which results of cytological ex- 
amination were negative, the re- 
sults of bronchoscopic biopsy were 
positive; the results of broncho- 
scopic biopsy remained undeter- 
mined preoperatively in the other 
two cases and lobectomy was 
carried out because of unexplained 
obstructive pneumonitis. 

Bronchoscopic examination gave 
a surprising number of positive 
results in spite of the absence of 
a visible tumour in the bronchial 
tree. Results of biopsy were posi- 
tive in seven of 15 cases (47%). 
In some cases no abnormality was 
seen but a random biopsy by 
the bronchoscopist proved to be 
positive, while in others some 
roughening of mucosa or tendency 
toward excessive bleeding directed 
the bronchoscopist to the area of 
involvement. 

Follow-up data would indicate 
that the lesion is curable at this 
stage of evolution, but the dangers 
of recurrence of carcinoma in situ 
in the stump must be emphasized. 
In one case a superficial lesion of 
carcinoma in situ recurred in the 
stump three years after the pa- 
tient’s operation. Roentgen therapy 
was used and the patient had no 
evidence of residual tumour in the 
stump one year later. Two patients 
died in the immediate postopera- 
tive period. One patient died 31% 
years after operation, and necropsy 
revealed a subdiaphragmatic ab- 
scess. One patient died of coronary 
artery disease three years sub- 
sequent to operation, and another 
patient died 314 years after 
operation at the age of 72. In the 
latter case the cause of death was 
unknown, but there was no known 
evidence of recurrence. The re- 





maining nine patients are alive at 
this time, from four to eight years 
after operation, without any known 
evidence of carcinoma. 


HEALTH GRANT FOR 
CANCER RESEARCH 


Assistance towards cancer con- 
trol research in the form of a 
$20,000 national health grant to 
the National Cancer Institute of 
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Canada was announced in Ottawa 
recently by the Department of 
National Health and Welfare. The 
grant was made at the request 
of the Province of Newfoundland - 
and will be taken out of the 
ptovince’s allocation of the cancer 
control grant for the current fiscal 
year. The Institute carries on a 
continuous program of funda- 
mental research into the possible 
causes of cancer and methods for 
its treatment. 
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Tofranil’ To dispel the darkness of depression 
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In the treatment of depression Tofranil 
has established the remarkable record of 
producing remission or improvement in 
approximately 80 per cent of cases.'-7 
Tofranil is exceptionally safe in usage—is 
adaptable to either office or hospital 
practice—is administrable by either oral or 
intramuscular routes. 

Tofranil—a potent thymoleptic—not a MAO 
inhibitor. Does act effectively and safely in 
all types of depression regardless of 
severity or chronicity. Does not inhibit 
monoamine oxidase in brain ot liver; 
produce CNS stimulation; or potentiate 
other drugs such as barbiturates and 
alcohol. 

Detailed Literature Available on Request. 
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Ampuls for intramuscular administration 
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A MESSAGE FROM THE PRESIDENT 
H.R.W. THE PRINCE PHILIP, DUKE OF EDINBURGH 


AM really very disappointed that I cannot be with you for the Ninety-third Annual 

Meeting of The Association. I envy you all in the glorious setting of the Rocky 
Mountains. Banff is an ideal place for your meetings, and I hope it reminds you that 
there is a lot to be said for the outdoors. 


I understand that it is one of the concluding duties of the outgoing President to 
instal his successor. I very much regret that I cannot do this or pass the badge of office 
on to Dr. MacGregor Parsons, whom you have elected to be your President for the com- 
ing year. I had the pleasure of meeting Dr. Parsons briefly in Toronto last June, and this 
encounter was rather too short for me to be able to comment on your choice. However, 
I understand from those who know, that you have chosen a good doctor, a good citizen, 
and a true Westerner. 


As you know, virtually all my duties as President have been most ably carried out 
by my long-suffering deputy, Dr. Kirk Lyon. Once again, Dr. Lyon, I would be most 
grateful if you would act for me and present the badge of office to Dr. Parsons and wish 
him from all of us in this Association our best wishes for a happy and successful year 
in his new and responsible office. 


And now, as the latest Past President of The Canadian Medical Association, may 
I say what a great pleasure and honour it has been for me to be your President for this 
past year. The fact that I was President of The British Medical Association at the same 
time is an excellent demonstration of the essential unity of purpose of doctors in Canada 
and the United Kingdom. It is also showing that membership of the Commonwealth 
provides a means to give practical expression to this unity, to the benefit of individuals 
as well as to the profession as a whole. . 


Even though I have done less for The Association than any previous President, I 
have not failed to appreciate the talents, efficiency and enthusiasm of the Secretary. 
During this past year, he has had the added complication of dealing with an absentee 
President as well as his deputy, and as far as I am concerned, he has done it extremely 
well. 


Finally, my very profound thanks are due to my untiring deputy, Dr. Kirk Lyon. 
He has given unfailing attention to my office and he has expended unlimited time and 
energy on the business of The Association. I cannot think of anyone who more richly 
déserves a Past President’s badge. And so, Dr. Parsons, I would ask you to be so kind 
as to present the Past President’s badge to Dr. Lyon, in recognition of the wonderful 
job he has done for me and for Canadian medicine. 


And now that my duties are at an end, it only remains for me to wish The Canadian 
Medical Association and all its members a very successful, rewarding and prosperous 
future. 


Text of a tape-recorded message to the Annual General Meeting of 
The Canadian Medical Association, Banff, Alta., June 15, 1960. 
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of the 


NINETY-THIRD ANNUAL MEETING 


of 


The Canadian Medical Association 


THe Ninety-THmp ANNUAL MEETING of The 
Canadian Medical Association was held in Banff, 
Alberta, June 13-17, 1960. The Alberta Division 
acted as the host and the Calgary Medical Society 
provided the active local committees on arrange- 
ments. All sessions were held in the Banff Springs 
Hotel. ; 

Ten affiliated national medical societies and re- 
lated groups held their annual meetings in close 
relation to that of the C.M.A. A total of 1105 
members and 550 ladies registered at the meeting, 
which was also attended by a large number of 
representatives of exhibitors and members of the 
press, radio and television. 

The business of The Association was conducted 
at lengthy meetings of the Executive Committee 
on June 10 and 11 and on June 16 and at the 
sessions of the General Council June 13 and 14, 
which are fully reported in these Transactions. 

Official church services were held on Sunday, 
June 12, at St. George’s in the Pines and at St. 
Mary's Church, Banff. 

The scientific program commenced on Wednes- 
day, June 15, and a full roster of Round Table 
Conferences, General Sessions, Afternoon Sessions 
and Sectional Meetings was conducted. The 
general excellence of the presentations is worthy 
of comment but the attractions and distractions of 
Banff resulted in a disappointing attendance at 
certain sessions. A feature of the program was a 


day devoted to Medical Economics on Thursday, 
June 16. Morning and afternoon sessions were held 
on a variety of economic topics in which contribu- 
tors from the insurance industry, labour and the 
prepaid medical care plans presented their views. 
A panel discussion on “The Future of Voluntary 
Prepayment Mechanisms in the Health Care Field” 
was conducted in the evening. The presence of a 
number of insurance executives testified to the 
interest in medical economic problems and _ the 
attendance of large numbers of doctors at all 
sessions was gratifying to those who had planned 
the program. 

Distinguished guest speakers who contributed 
to the scientific sessions were Sir Russell Brain of 
London, who delivered the Osler Oration, Dr. 
Richard B. Cattell, Boston, Dr. Brock E. Brush, 
Detroit, Dr. L. Henry Garland, San Francisco, Dr. 
Haddow M. Keith, Rochester, Minnesota, and Dr. 
E. R. C. Walker, Edinburgh. 

The highlight of the social activities of a busy 
week was the Western Barbecue arranged by the 
Calgary Medical Society for the entertainment of 
the members of the General Council and their wives 
on Tuesday evening, June 14. A colourfully attired 
throng enjoyed the good food, the pleasant com- 
pany, the music and the square dancing in a scenic 
setting which could scarcely have been improved 
on. 
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THE ANNUAL GENERAL MEETING 


The Annual General Meeting was convened in 
the Cascade Ballroom of the Banff Springs Hotel at 
8.30 p.m. on Wednesday, June 15. The Deputy to 
the President, Dr. E. Kirk Lyon; was in the chair. 
Among the distinguished guests included in the 
platform party were The Honourable J. Percy Page, 
Lieutenant-Governor of Alberta; The Honourable 
E. C. Manning, Premier of Alberta; The Honour- 
able Dr. J. Donovan Ross, Minister of Health, 
Alberta; the Reverend George A. S. Hollywood of 
Banff; Dr. A. E. LeBlanc, President, |’Association 
des Médecins de Langue Francaise du Canada; 
Dr. Jessie A. McGeachy, President, Federation of 
Medical Women of Canada, and Dr. F. Murray 
Fraser, President, College of General Practice of 
Canada. 

The invocation was conducted by the Reverend 
George A. S. Hollywood, Rector of St. George's 
in the Pines, Banff. The Deputy to the President 
welcomed the guests and members and introduced 
a recorded message from the President, His Royal 
Highness The Prince Philip, Duke of Edinburgh. 
The text of the President’s remarks is reproduced 
on the preceding page. 

Fraternal greetings were presented by Dr. E. R. 
C. Walker, official delegate of the British Medical 
Association, and by Dr. L. Henry Garland, official 
delegate of the American Medical Association. 

The General Secretary presented for Senior 
Membership the following, who were present to 
receive the honour in person: 

Dr. Gordon Samuel Fahrni, Vancouver 

Dr. Frederick William Gershaw, Medicine Hat 
Dr. Ludwig Stewart Mackid, Calgary 

Dr. Harvey Gordon Young, Moose Jaw 

Dr. James Douglas Adamson, Winnipeg 

Dr. Cecil Darling Kean, St. John’s 

Dr. Murray S. Douglas, Chairman of the General 
Council and Chairman of the Executive Committee, 
then presented his predecessor in these offices, Dr. 
Norman H. Gosse, who at the direction of the 
General Council was the recipient of a cheque to 
show the appreciation of The Association of his 
many services to the profession. Dr. Douglas re- 
marked that it was appropriate that our gift was to 
_ be applied to the purchase of a “hi-fi” installation 
since high fidelity to the highest principles had 
characterized the work of Dr. Norman Gosse over 
many years. Dr. Gosse accepted the token and 
addressed the meeting in a light-hearted speech 
which provided a happy contrast to the solemnity 
of the occasion. 

Dr. Lyon then proceeded to conduct the installa- 
tion of Dr. R. MacGregor Parsons in the Presidency. 
After a biographical sketch of his career, the badge 
of office was transferred and Dr. Parsons assumed 
the chair as President of The Canadian Medical 
Association 1960-61, amid the hearty applause of 
all present. 
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In a brief address, Dr. Parsons expressed his 
thanks to the membership for electing him, with 
special reference to his colleagues of the Alberta 
Division, and pledged his best efforts in promoting 
the welfare of The Association. As his first official ° 
duty, he carried out the request of His Royal High- 
ness, the Immediate Past President, and presented 
the Past President’s badge to Dr. E. Kirk Lyon, 
thanking him in the name of the C.M.A. for his 
leadership in a momentous year. He then presented 
to Mrs. Lyon a bouquet of roses to signify our 
gratitude for her part in maintaining the tradition 
of the Presidency. 

After the singing of the National Anthem, the 
Annual General Meeting was adjourned and Dr. 
and Mrs. Parsons received the guests. The day’s 
activities concluded with the Annual Dance. 


THe GENERAL COUNCIL 


The General Council of The Canadian Medical Associa- 
tion met in the Cascade Ballroom of the Banff Springs 
Hotel, Banff, Alberta, on June 13 and 14, 1960. 


The following members of the General Council or their 
alternates answered the roll call: 


Drs. Peter Allen, Vancouver, B.C.; F. G. Allison, Winnipeg, 
Man.; J. F. C. Anderson, Saskatoon, Sask.; W. S. Anderson, 
Edmonton, Alta.; D. MacD. Archibald, Kingston, N.S.; 
Brock Armstrong, Edmonton, Alta.; G. W. Armstrong, 
Ottawa, Ont.; R. D. Atkinson, Waterloo, Ont.; W. W. 
Baldwin, Brooklin, Ont.; Peter J. Banks, Victoria, B.C.; E. W. 
Barootes, Regina, Sask.; O. F. Beamish, Kemptville, Ont.; 
C. J. W. Beckwith, Halifax, N.S.; N. J. Belliveau, Montreal, 
P.Q.; D. Berezan, Swift Current, Sask.; A. Boisvert, Rouyn, 
P.Q.; E. A. D. Boyd, Vancouver, B.C.; L. O. Bradley, Winni- 
peg, Man.; Wm. Bramley-Moore, Edmonton, Alta.; A. B. 
Brown, Saskatoon, Sask.; B. S. W. Brown, Granby, P.Q.; 
J. A. Brown, Regina, Sask.; P. Bruce-Lockhart, Sudbury, 
Ont.; C. W. Burns, Winnipeg, Man.; G. D. W. Cameron, 
Ottawa, Ont.; W. C. Campbell, Medicine Hat, Alta.; R. M. 
Clare, Edmonton, Alta.; William A. Cochrane, Halifax, N.S.; 
H. R. Corbett, Sydney, N.S.; Paul-Emile Cote, Sillery, P.Q.; 
C. B. Crummey, Toronto, Ont.; E. F. Crutchlow, Montreal, 
P.Q.; T. E. Currier, Peterborough, Ont.; H. D. Dalgleish, 
Saskatoon, Sask.; A. J. M. Davies, Indian Head, Sask.; E. F. 
Donald, Edmonton, Alta.; T. S. Dougan, Sussex, N.B.; M. S. 
Douglas, Windsor, Ont.; F. A. Dunsworth, Halifax, N.S.; 
G. 8S. Fahrni, Vancouver, B.C.; G. G. Ferguson, Vancouver, 
B.C.; F. W. FitzGerald, Lachute, P.Q.; H. G. Fletcher, 
London, Ont.; Gordon H. Francis, Vancouver, B.C.; F. 
Murray Fraser, Halifax, N.S.; R. S. Fraser, Edmonton, Alta.; 
E. A. Gain, Edmonton, Alta.; R. J. M. Galloway, Toronto, 
Ont.; J. H. Gibson, Sarnia, Ont.; Gustave Gingras, Montreal, 
P.Q.; J. P. Gofton, Vancouver, B.C.; A. M. Goodwin, Winni- 
peg, Man.; Charles D. Gossage, Toronto, Ont.; Norman H. 
Gosse, Halifax, N.S.; D. C. Graham, Toronto, Ont.; James H. 
Graham, Ottawa, Ont.; L. C. Grisdale, Edmonton, Alta.; 
A. A. Haig, Lethbridge, Alta.; G. W. Halpenny, Montreal, 
P.Q.; C. U. Henderson, St. John’s, Nfld.; W. A. Hewat, 
Lunenburg, N.S.; R. M. Hines, Oakville, Ont.; F. S. Hobbs, 
Vancouver, B.C.; C. J. Houston, Yorkton, Sask.; R. M. Janes, 
Toronto, Ont.; A. M. Johnson, Vancouver, B.C.; E. E. 
Johnson, Winnipeg, Man.; R. O. Jones, Halifax, N.S.; C. J. 
Joy, St. John’s, Nfld.; C. D. Kean, St. John’s, Nfld.; A. D. 
Kelly, Toronto, Ont.; J. W. Kettlewell, Edmonton, Alta.; 
R. A. H. Kinch, London, Ont.; D. G. Kinnear, Montreal, 
P.Q.; J. E. Knox, Maple Creek, Sask.; P. O. Lehmann, 
Vancouver, B.C.; Renaud Lemieux, Quebec, P.Q.; N. N. 
Levinne, Toronto, Ont.; J. B. Lunam, Courtenay, B.C.; E. 
Kirk Lyon, Leamington, Ont.; M. L. Mador, Sudbury, Ont.; 
R. K. Magee, Peterborough, Ont.; P. J. Maloney, Ottawa, 
Ont.; J. D. Markham, Fort William, Ont.; H. Paul Melanson, 
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Moncton, N.B.; Owen B. Millar, Scarborough, Ont.; H. S. 
Mitchell, Montreal, P.Q.; R. M. Mitchell, Sudbury, Ont.; 
H. V. Morgan, Calgary, Alta.; H. S. Morton, Montreal, P.Q.; 
E. C. McCoy, Vancouver, B.C.; R. H. McCreary, Arnprior, 
Ont.; J. H. MacDermot, Vancouver, B.C.; D. F. Macdonald, 
Yarmouth, N.S.; S. A. MacDonald, Montreal, P.Q.; C. R. 
MacDowell, Carleton Place, Ont.; M. T. Macfarland, Winni- 
peg, Man.; J. W. Macgregor, Edmonton, Alta.; D. N. C. 
McIntyre, Winnipeg, Man.; W. C. MacKenzie, Edmonton, 
Alta.; R. R. MacLean, Ponoka, Alta.; Surgeon Rear Admiral 
T. B. McLean, Ottawa, Ont.; J. A. McMillan, Charlottetown, 
P.E.I.; H. L. MeNicol, Flin Flon, Man.; Cluny Macpherson, 
St. John’s Nfid.; D. F. McPherson, Lethbridge, Alta.; 8. N. 
Nathan, Toronto, Ont.; W. S. Neal, Winnipeg, Man.; F. L. 
O’Dea, St. John’s, Nfld.; R. M. Parsons, Red Deer, Alta.; 
G. W. Peacock, Saskatoon, Sask.; A. F. W. Peart, Toronto, 
Ont.; E. A. Petrie, Saint John, N.B.; Thomas Primrose, 
Montreal, P.Q.; L. E. Prowse, Charlottetown, P.E.I.; T. J. 
Quintin, Sherbrooke, P.Q.; L. R. Rabson, Winnipeg, Man.; 
R. W. Richardson, Winnipeg, Man.; J. B. Ritchie, Regina, 
Sask.; J. B. Roberts, St. John’s, Nfld.; S. F. Robertson, 
Toronto, Ont.; Glenn Sawyer, Toronto, Ont.; C.B.Schoemper- 
len, Winnipeg, Man.; John L. Silversides, Toronto, Ont.; 
W. L. Sloan, Vancouver, B.C.; E. R. Stewardson, Moose Jaw, 
Sask.; C. B. Stewart, Halifax, N.S.; E. Stiles, St. Stephen, 
N.B.; L. 8. Stokes, Hanover, Ont.; George J. Strean, Montreal, 
P.Q.; A. C. Taylor, Regina, Sask.; J. A. C. Thomson, Kam- 
loops, B.C.; R. K. C. Thomson, Edmonton, Alta.; Milton 
Townsend, Westmount, P.Q.; Wallace Troup, Ottawa, Ont.; 
K. R. Trueman, Winnipeg, Man.; J. F. Tysoe, Victoria, B.C.; 
A. F. VanWart, Fredericton, N.B.; J. B. Wallace, Prince 
Albert, Sask.; J. D. Wallace, Wainwright, Alta.; C. H. A. 
Walton, Winnipeg, Man.; R. Vance Ward, Montreal, P.Q.; 
John Wasylenko, Toronto, Ont.; H. N. Watson, New West- 
minster, B.C.; Lorne Whitaker, St. Catharines, Ont.; G. M. 
White, Saint John, N.B.; F. L. Whitehead, East Riverside, 
N.B.; D. W. Whyte, Peterborough, Ont.; W. W. Wigle, 
Dryden, Ont.; F. H. Wigmore, Moose Jaw, Sask.; G. E. Duff 
Wilson, Kitchener, Ont.; R. G. Wilson, Vancouver, B.C.; 
G. E. Wodehouse, Toronto, Ont.; J. B. T. Wood, Edmonton, 
Alta.; M. A. R. Young, Lamont, Alta. 


The Chairman, Dr. M. 8. Douglas, welcomed the mem- 
bers of the General Council to this, the 93rd Annual 
Meeting of The Canadian Medical Association, in the 
beautiful setting of Banff. As the agenda for this meeting 
was an extremely heavy one, Dr. Douglas requested that 
the oratory be brief and concise. 

He extended a special welcome to Dr. E. R. C. Walker, 
the Scottish Secretary of the B.M.A. in Edinburgh, and 
to Mr. W. Pyke-Lees, Registrar, General Medical Council 
of Great Britain. 

Dr. R. M. Parsons, President-Elect, welcomed the 
members of the General Council and their wives to Alberta 
and to Banff, on behalf of the Alberta Division. Dr. 
Parsons said that the local committees had the arrange- 
ments well in hand, and he expressed the hope that the 
two days in Council would be spent in profitable discussion, 
and that after the meeting of the General Council, the 
rest of the meeting would be pleasurable and restful. 

Dr. Douglas announced that any items in the Report 
of the Executive Committee which relate to Economics, 
or to the Saskatchewan situation, would be considered 
with the Report of the Committee on Economics. 

The Chairman advised the members of the General 
Council that this meeting of the General Council would be 
tiled and he requested that the members refrain from dis- 
cussing the affairs of the General Council with anyone 
other than fellow Council members, until such time as 
these affairs are concluded. He also requested that the 
members make no statement to the press, until such time 
as the debate is concluded and decisions reached. 
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APPOINTMENT OF THE 
RESOLUTIONS COMMITTEE 


Moved by Dr. M. A. R. Young, 
seconded by Dr. Lorne Whitaker, 


that a Resolutions Committee be appointed by the 
Chair. 





Carried 
The Chairman appointed Dr. E. F. Donald, Dr. R. O. 
Jones, and Dr. J. H. MacDermot to this Committee. 


REPORT OF THE COMMITTEE 
ON ARCHIVES 


Mr. Chairman and Members of the General Council: 


I beg to report with deep regret, on behalf of the 
medical profession of Canada, as well as the Committee 
on Archives and the General Council, the death of the 
following members during the past year: 


Agnew, A. MeM., Vancouver, B.C. 

Andreas, J. C., Wetaskiwin, Alta. 

Argue, John F., Ottawa, Ont. 

Ballantyne, C. C., Galt, Ont. 

Bell, J. Alex M., Fredericton, N.B. 

Blair, Bryan G., Montreal, P.Q. 

Bourque, E. G., Shediac, N.B. 

Boyd, 8. J., Toronto, Ont. 

Brown, M. M., Winnipeg, Man. 

Bruner, G. W., Leamington, Ont. 

Burns, J. Lloyd, Sr., Toronto, Ont. 

Byrne, U. P., Vancouver, B.C. 

Caldwell, A. L., Saskatoon, Sask. 

Campbell, J. DeL., Kingston, Ont. 

Carpeneto, D. D., Sarnia, Ont. 

Cave, H. A., Windsor, Ont. 

Chataway, J. H. H., Nanaimo, B.C. 

Clare, A. M., Neepawa, Man. 

Colwell, W. G., Halifax, N.S. 

Cuddihy, Basil, Montreal, P.Q. 

Currie, George A. W., Toronto, Ont. 

Danard, A. L., Owen Sound, Ont. (Senior Member of 
C.M.A., Life Member of O0.M.A.) 

Denis, J. Romulus, Kirkland Lake, Ont. 

Dentith, Hugh G., Montreal, P.Q. 

Dixon, H. A., Toronto, Ont. 

Dover, Harry, Ottawa, Ont. 

Doyle, Richard H., Simcoe, Ont. 

Duggin, Michael, Brantford, Ont. 

Farquharson, Wm. O., Edmonton, Alta. (Life Member of 
Alberta Division) 

Feldman, P. A., Toronto, Ont. 

Fierheller, Gordon Murray, Vancouver, B.C. 

Francis, W. W., Montreal, P.Q. (Senior Member of 
C.M.A.) 

Frank, B. L., Montreal, P.Q. 

Fraser, John R., Almonte, Ont. 

Gallie, W. E., Toronto, Ont. (Senior Member of C.M.A., 
Honorary Member of O.M.A.) 

Gaudry, Dominique, Quebec, P.Q. 

Gordon, J. K., Chateauguay, P.Q. 

Graham, H. C., Vancouver, B.C. 

Greenwood, A. H., St. Catharines, Ont. 

Gurd, Charles C., Westmount, P.Q. (Senior Member of 
C.M.A.) 

Hagerman, Albert Robert, Toronto, Ont. 

Hazen, Frank C., Saint John, N.B. 
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Henderson, H. A., Vancouver, B.C. 

Hill, L. R., Bruce Mines, Ont. 

Hodge, G. E., Westmount, P.Q. 

Hollenberg, Esther Gorsey, Winnipeg, Man. 
Hughes, R. R., Calgary, Alta. 

(Life Member of Alberta Division) 
Hurley, John Joseph, Toronto, Ont. 
Jacques, W. Harry, Toronto, Ont. 
James, Arthur B., Toronto, Ont. 

James, Dorothy May, Toronto, Ont. 
Johnston, T. J., Midland, Ont. 
Kasatchenko, A. 8., Montreal, P.Q. 
Kuttel, Louis, Edmonton, Alta. 

Leech, Beverley Charles, Nanaimo, B.C. 
Lees, John Mitchell, Edmonton, Alta. 
Loudon, Julian D., Toronto, Ont. 
Lynch, William W., Sherbrooke, P.Q. 

(Senior Member of C.M.A.) 
Mader, Victor O., Halifax, N.S. 

Malloy, Connolly J., Montreal, P.Q. 
Mathers, Alvin T., Winnipeg, Man. 

(Senior Member of C.M.A.) 
Mathers, Marion Ruth, Winnipeg, Man. 
Meakins, J. C., Montreal, P.Q. 

(Senior Member of C.M.A.) 
Megas, Constant, Edmonton, Alta. 
Miller, Clarence M., New Glasgow, N.S. 

(Honorary Member N.S. Division) 
Mitchell, Henry K., Port Arthur, Ont. 
Montgomery, S. R. P., Toronto, Ont. 
Morris, David B., Windsor, N.S. 
Murchison, J. Randolph, Hunter’s River, P.E.1. 
McConnell, F. L., Wishart, Sask. 

McCreary, C. H., Pelly, Sask. 

MacDonald, Frank S., Winnipeg, Man. 
McDonald, L. D. I., Sault Ste. Marie, Ont. 
McDougal, A. J., Indian Head, Sask. 
McGregor, A. E., Fort Saskatchewan, Alta. 
MacMillan, A. A., Vancouver, B.C. 
Neilson, John R., Vancouver, B.C. 
Nichols, T. R., Stratford, Ont. 

Norris, C. F., Hamilton, Ont. 

O’Brien, H. D., Halifax, N.S. 

O’Connor, F. DeS., Kingston, Ont. 
Palmer, Harold Ira, Brantford, Ont. 
Patterson, Walter H., Selkirk, Man. 
Penner, E., Rosthern, Sask. 

(Life Member of Saskatchewan Division) 
Porcheron, R., Toronto, Ont. 

Prevost, J. M.“E., Montreal, P.Q. 


Richardson, Thomas Gordon Douglas, Gravenhurst, Ont. 


Ritchie, J. E., Cobden, Ont. 
Scribner, C. E., Winnipeg, Man. 
‘ Slater, R. F., Hespeler, Ont. 
Smith, George W. T., Toronto, Ont. 
(Life Member of 0.M.A.) 
Smith, Jacques, St-Jerome, P.Q. 
Spohn, Peter H., Vancouver, B.C, 
Stover, C. B., Windsor, Ont. 
Taylor, Reginald G., Barrie, Ont. 
Tremblay, Jean, Montreal, P.Q. 
Veniot, L. Maurice, Bathurst, N.B. 
Verge, Willie, Quebec, P.Q. 
Wallace, F. W., Oakville, Ont. 
Wert, H. C., Smith’s Falls, Ont. 
West, J. H., Moncton, N.B. 
Wilkinson, F. A. H., Montreal, P.Q. 
Williamson, L. T., Hamilton, Ont. 
Winogron, Jacob, Ottawa, Ont. 
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Woodhall, Frank, Hamilton, Ont. 
Young, C. A., Ottawa, Ont. 
Adopted 


2. In so mentioning them, please allow me to para- 
phrase a few lines.from Ecclesiasticus which seem ap- 
propriate to these medical men who have thus passed 
away. 


“Let us now praise these famous medical men and their 
parents who begat them. Such as did bear rule in their 
kingdoms, Such as found out medical discoveries, and 
recited these advances in writing; Rich men, furnished 
with ability, living peaceably in their habitations. There 
be of them, many who have left a name behind them 
And some there be, who have no memorial. 

Their bodies are buried in peace; but their name liveth 
forevermore’. 


3. Mr. Chairman, I would request you at this time to 
ask the members of the General Council to stand for one 
minute’s silence, as a tribute to the memory of these 
deceased members. 

Adopted 


4. In this, my second annual report for the Com- 
mittee on Archives, I am glad to be able to report progress. 
Despite the fact that interest in local medical history is 
very uneven across Canada, I would like you to regard the 
Corresponding Members of this Committee on Archives, 
who have been appointed by the Divisions, as full members 
of this Committee, as in the case of other committees, who 
participate in this report which I, as Chairman, make to 
the General Council. The members of the Committee are 
listed at the end of this report. 


S. It is hoped that the other Divisions will soon 
appoint their Chairmen in order that the compilation of 
provincial medical lore may be undertaken. It might be 
stated at this time that we assess the Archives activities 
as very important, and it would be very unfortunate if the 
names of our outstanding medical men were allowed to 
pass into oblivion. Even Joseph Howe, the famous orator 
of Nova Scotia, has these words to say regarding this 
matter: 


‘“‘A wise nation preserves its records . . . fathers up its 
monuments . . . decorates the tombs of its illustrious 
dead . . . repairs its great public structures and fosters 
national pride and love of country by perpetual 
reference to the sacrifice and glories of the past.” 


6. We would recommend that any books, articles, 
reviews, obituary notices, etc. thus far written on former 
members of the medical profession, be forwarded to the 
General Secretary of The Canadian Medical Association, 
for filing purposes for future reference. We have in mind 
such well-known books as: 


“Early Medicine in Alberta” by Doctor Heber Jameson. 

“The Historical Bulletin’ published quarterly in 
Calgary, whose editor-in-chief was Doctor E. P. 
Scarlett of Calgary and one should not forget his 
famous assistant in this work namely Doctor G. W. 
Stanley, who passed away some years ago. This 
Bulletin, which began in May, 1926 with Doctor 
Searlett as editor-in-chief, has recently ceased 
publication, much to the regret of every medical man 
in Canada who knew the contents of these Quarter- 
lies. 

“Medicine in Manitoba” by Doctor Ross B. Mitchell 
of Winnipeg as well as his many other brochures on 

early medical men in Manitoba. 
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The recent three hundred or so biographies of early 
medical men in Saskatchewan, as well as North- 
West Mounted Police medical officers, written and 
edited by the late, greatly revered Doctor John A. 
Valens and myself, have been included as well. 


y. We desire to repeat what was stated in the Archives 
reports of past years that “the most pressing recom- 
mendation is that each of the Divisions should organize a 
Committee on Archives, as soon as possible, and that their 
Chairmen should act as Corresponding Members of The 
Canadian Medical Association Committee on Archives, in 
the manner of other standing committees. The collection 
of historical material is best accomplished close to its 
source and in every province there should be a group 
interested and active in recording local medical lore’. 


8. Mr. Chairman, I have great pleasure in presenting 
at this Annual Meeting in Banff, biographical sketches of 
the surgeons, assistant-surgeons and physicians attached 
to the North-West Mounted Police in its earliest days. 
As far as is known, this is the first compilation of these 
famous medical men. These biographies also contain 
articles on the character of the times and people amongst 
whom these famous medical men worked and practised 
under almost primitive medical conditions. 


9. These biographies, numbering about sixty, have 
the sanction of the last two Commissioners of the Royal 
Canadian Mounted Police in Ottawa, certified copies of 
whose authority and approval are herewith attached. As 
a reciprocation for the kindness and assistance of the 
Commissioners and their Assistants, we would recom- 
mend that an official vote of thanks be tended them for their 
approval and publication of these North-West Mounted 
Police articles, abbreviated copies of which are being 
carried in the Royal Canadian Mounted Police Quarterly 
magazine. 


10. The members of your Committee on Archives are 
proud indeed to be able to serve you and gather historical 
data for posterity before it becomes too late. Happy are we 
indeed to have these archives articles as a supplement to 
Doctor H. E. MacDermot’s two outstanding books on 
the History of The Canadian Medical Association. 


11. Itis suggested that at the top of the first page of the 
archives articles ‘written by the Divisional Provincial 
Chairmen of the Committee on Archives, the name of the 
province should be rubber stamped in large letters and the 
Chairman’s name and address on the last page of the 
articles, so that letters regarding changes, errors, or 
additions noted by friends and interested parties, could be 
addressed to the Provincial Chairman for correction. We 
are sure that these Chairmen will soon develop a real fan 
mail which they will find most interesting, romantic and 
helpful. 


12. Finally, Mr. Chairman, as members of this Com- 
mittee, as well as the profession at large, we should keep 
ever in mind that of all human acts, few can match the 
quiet splendor of the moment when the pale and tremulous 
fingers of a sick person are grasped in the firm, reassuring 
hands of a compassionate physician. This simple act, 
mutely promising that all the powers of modern science 
and human thought will be unsparingly invoked to restore 
health, is among the finest deeds of humankind. It is more 
than a ritual. When pain and fear make a sick person feel 
that all is lost, the laying-on of healing hands brings 
solace and hope. Its strength can even turn the tide of 
illness and amplify the curative effect of the strongest 
wonder drug. It remains today, as it has always been, 
man’s oldest medical miracle. 
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These constitute but a few of the ways in which the 
work of the Committee on Archives can be very rewarding. 
All of which is respectfully submitted. 


J. B. RITCHIE, 


Chairman. 
Personnel of the Committee: 
Nucleus: 


Dr. J. B. Ritchie, Regina (Chairman) 
Dr. Wendell Macleod, Saskatoon 

Dr. O. M. Irwin, Swift Current 

Dr. H. Gordon Young, Moose Jaw 
Dr. William Chestnut, Moosomin 
Dr. Maleolm MacDonald, Saskatoon 
Dr. J. E. McGillivray, Weyburn 

Dr. F. Werthenbach, Saskatoon 


Divisional Representatives: 


Dr. J. H. MacDermot, Vancouver 
Dr. H. E. Rawlinson, Edmonton 

Dr. R. B. Mitchell, Winnipeg 

Dr. W. W. Baldwin, Brooklin 

Dr. H. E. MacDermot, Montreal 


CERTIFIED COPY APPENDIX I 


ROYAL CANADIAN MOUNTED POLICE 
OFFICE OF THE COMMISSIONER 
OTTAWA 

October 4th, 1954. 
Ref. No. G 517-1. 
Dear Sir: 

Further to our letter of July 6th, 1954, I wish to 
advise you that we have now assembled what information 
is available on medical men connected with the Force in 
Saskatchewan, and a copy is attached hereto. 

It is regretted that, owing to the loss of many of our 
records by fire some years ago, the information is very 
meagre in places. For this reason, also, we cannot be 
certain that the attached list covers every surgeon or 
doctor who served with the Force in Saskatchewan, but I 
hope that the information we have will be of use to you. 

Yours very truly, 
(Signed) 
C. H. BAYFIELD, 
Inspector. 
J. B. Ritchie, Esq., M.D., F.A.C.S., 
502 Broder Building, 
Regina, Saskatchewan. 


CERTIFIED COPY APPENDIX II 


ROYAL CANADIAN MOUNTED POLICE 
OFFICE OF THE COMMISSIONER 
OTTAWA 

March 19th, 1957. 
Ref. No. G 574-3. 


Dear Sir: 


As you are aware, a copy of your letter of February 
20th, 1957 has been directed to this headquarters by the 
Officer Commanding “F”’ Division, Regina, Sask. 

In reply I wish to say that it will be quite in order 
for you to utilize extracts from Mr. John Peter Turner’s 
history, “The North-West Mounted Police’, in the 
compilation of the history of the early physicians and 
surgeons of the North-West Territories but, of course, 
credit should be given to the source of the material, 
namely John Peter Turner’s large volumes ‘‘“The History 
of the North-West Mounted Police, 1873-1893”. 
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Although it is noted in your letter that you have 
sufficient medical material for your needs, I am enclosing a 
list, compiled from our annual reports, of early practi- 
tioners in what was later the Provinces of Saskatchewan 
and Alberta. ' 

I trust that this material will be of assistance to you. 


Yours very truly, 
(Signed) 
C. H. BAYFIELD, 
Inspector, 
Liaison Officer. 
Doctor J. B. Ritchie, 
502 Medical and Dental Building, 
Regina, Saskatchewan. 


Dr. Ritchie deposited the biographical material re- 
ferred to in his Report, and moved, 
seconded by Dr. R. D. Atkinson, 
that the Report of the Committee on Archives be 
adopted. 


Carried 


REPORT OF THE EXECUTIVE 
COMMITTEE 


Dr. Douglas requested that Dr. N. H. Gosse, former 
Chairman of the General Council, assume the Chair during 
the presentation of the Report of the Executive Committee. 


Mr. Chairman and Members of the General Council: 


13. The Association year 1959-60 has been one of the 
most eventful in the history of organized medicine in 
Canada. Your Executive Committee has undertaken to 
administer the affairs of The Canadian Medical Associa- 
tion in a manner which we trust will merit your approval 
and in this report we summarize the highlights of our 
activities. Meetings of the Executive Committee were 
held as follows: 

May, 1959, in Toronto 

September, 1959, in Montreal 

November, 1959, in Toronto 

February, 1960, in Toronto 

April, 1960, in Toronto 


and as this report is written we plan to meet June 10th and 
llth in Banff. At each meeting of the Committee the 
Divisions have been fully represented, the Officers of The 
Association have been faithful to their duties and the 
Chairman of the Committee on Economics and the 
Chairman of the Committee on Public Relations have 
attended each meeting, by invitation. 

Adopted 


ANNUAL MEETINGS 


14. The 92nd Annual Meeting was unique in that it 
comprised the meeting of the General Council May 29th 
and 30th, 1959 in conjunction with the Annual Meeting of 
the Ontario Division, the Annual General Meeting held in 
Toronto on June 30th for the purpose of installing in the 
Presidency His Royal Highness the Prince Philip and the 
Joint Meeting with the British Medical Association in 
Edinburgh, July 18th-24th. Each of these functions was 
highly successful. The business of The Association was 
transacted in methodical fashion and we are grateful to 
the Ontario Division for the facilities placed at tlie disposal 
of the General Council. The installation of a Royal 
President may never occur again and the professional and 
public attention which was focused on the ceremonial 
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occasion and on the President’s challenging address has 
brought new stature to The Association. The Joint Meet- 
ing with our colleagues of the B.M.A. in Edinburgh will 
long remain in the memory of all who were privileged to 
attend. An outstanding scientific program was provided, 
the social events were numerous and very enjoyable but the 
impression which most of us will retain is that of kindly 
Scottish hospitality displayed on every occasion to create a 
climate of warm friendliness. To show a slight measure of 
our appreciation, we have selected Dr. and Mrs. E. R. C. 
Walker to represent our Scottish hosts and they will be 
the guests of the C.M.A. at this our 93rd Annual Meeting. 
In his capacity as Scottish Secretary of the B.M.A., Dr. 
Walker will be able to convey our warmest thanks to his 
colleagues and Mrs. Walker will, we hope, assure the 
medical ladies of Edinburgh that they occupy a high place 
in our thoughts. 


15. As it had been impossible for His Royal Highness 
The Duke of Edinburgh to attend the Joint Annual 
Meeting in Edinburgh, our colleagues in the B.M.A. took 
the first opportunity to install him in the Presidency. 
The ceremony was held in the Great Hall at B.M.A. 
House, London, on October 28th and was followed by a 
dinner at the Guildhall. The C.M.A. was represented on 
this historic occasion by Dr. and Mrs. E. Kirk Lyon and 
Dr. and Mrs. Murray S. Douglas. 


16. The preparations for the 93rd Annual Meeting have 
been carried out with care and precision by our Alberta 
colleagues under the chairmanship of the President-Elect, 
Dr. MacGregor Parsons. Committees provided by the 
Calgary Medical Society have been responsible for the 
details of arrangements and to them we tender our thanks 
for what promises to be another successful meeting. 
Adopted 


Dr. E.R. C. Walker, Scottish Secretary of the B.M.A.., 
spoke to the General Council, and said that his colleagues in 
Edinburgh have asked him to convey their appreciation to the 
members of The Canadian Medical Association for their 
part in helping to make the conjoint meeting in Edinburgh 
in 1959 such an outstanding success. 


Future ANNUAL MEETINGS 


17. The projection of Annual Meetings to the year 
1964 had previously been reported to the General Council. 
During the current year your Executive Committee has 
considered the situation up to and including the year 
1967 and, having obtained the concurrence of the Divisions 


concerned, recommends the following schedule for 

adoption: 
Annual Meeting Place Date 

94th Montreal June 19-23, 1961 

95th Winnipeg June 18-22, 1962 

96th Toronto June 10-14, 1963 

97th Vancouver June 15-19, 1964 

98th Halifax June 14-18, 1965 

99th Edmonton June 13-17, 1966 

100th Quebec June 18-23, 1967 


In view of the importance of the year 1967 which 
marks not only the hundredth anniversary of our Associa- 
tion but the centennial of the Dominion of Canada, a sub- 
committee has been appointed to make preliminary 
preparations for the event. A return to the birthplace of 
The Canadian Medical Association in the City of Quebec 
is the basic recommendation of the sub-committee and all 
plans will be developed with this in mind. 

Adopted 
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DIVISIONAL ANNUAL MEETINGS 


18. During the calendar year 1959 the Annual Meetings 
of the Divisions were held as follows: 
Quebec Division, Chicoutimi—May 7-9 
Newfoundland Division, St. John’s—May 21-23 
Ontario Division, Toronto—May 25-29 
In each of the above instances, Dr. and Mrs. Arthur 
VanWart, accompanied by a team of scientific speakers, 
attended. 


Nova Scotia Division, Ingonish—June 23-27 
19. A conflict of official engagements made it impos- 


sible for the President to be present at the meeting of the 
Nova Scotia Division. 


Prince Edward Island Division, Charlottetown— 


August 28-29 

Brunswick Division, St. 
tember 2-5 
Alberta Division, Edmonton—September 28- 

October 1 

Manitoba Division, Winnipeg—October 5-9 
British Columbia Division, Victoria—October 13-16 
Saskatchewan Division, Saskatoon—October 19-22 


New Andrews—Sep- 


20. Dr. E. Kirk Lyon, Deputy to the President, as- 
sumed the duties connected with that office immediately 
following the installation of June 30th. He and Mrs. Lyon 
visited the Divisions holding Annual Meetings subsequent 
to that date and brought to them the greetings of the 
President as well as a personal contribution to the pro- 
gram. The thanks of The Association are tendered to Dr. 
and Mrs. Lyon for their attention to the obligations of 
office and for the distinguished manner in which they 
deputized for our Royal President. 


‘1. The schedule of Divisional Annual Meetings for 
1960 is as follows: 


Quebec Division, Quebec—May 5-7 

Ontario Division, Toronto—May 9-13 

Newfoundland Division, St. John’s—June 2-4 

Nova Scotia Divjsion, White Point Beach—June 
27-29 

Prince Edward Island Division, Charlottetown— 
August 26-27 

New Brunswick Division, St. Andrews—August 
31—September 3 

Manitoba Division, Winnipeg—September 26-27 

Alberta Division, Calgary—September 28-30 

British Columbia Division, Vancouver—October 
4-7 

Saskatchewan Division, Regina—October 18-21 

Adopted 


SENIOR MEMBERS 


22. For the second successive year the new provisions 
of the By-law permit the election of Senior Members in 
numbers proportionate to the membership of the Division. 
The following members were duly elected to the honour- 
able status of Senior Member by the Executive Committee 
on nomination by their respective Divisions: 


B.C. Dr. Gordon 8. Fahrni, Vancouver 
Dr. George Darby, Bella Bella 
Alberta Dr. Ludwig Stewart Mackid, Calgary 


Dr. Frederick William Gershaw, 
Medicine Hat 
Dr. Thomas William Everard Henry, 
Fort Saskatchewan 
Saskatchewan Dr. Harvey Gordon Young, Moose Jaw 
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Manitoba Dr. James Douglas Adamson, Winnipeg 
Ontario Dr. Walter Bapty, Oshawa 

Dr. Alan G. Brown, Toronto 

Dr. William Hall Brydon, Brampton 

Dr. Walter Dales, Sudbury 

Dr. John Sheahan, St. Catharines 

Dr. Annie E. C. Higbee, Burlington 
Quebec Dr. David H. Ballon, Montreal 

Dr. Auguste Panneton, Three Rivers 
New Brunswick Dr. Willard M. Jenkins, Gagetown 
Nova Scotia Dr. Malcolm R. Elliott, Wolfville 
P.E.I. Dr. J. Wendell MacKenzie, 

Charlottetown 

Newfoundland Dr. Cecil Darling Kean, St. John’s 


The Senior Members so elected have been offered 
the option of receiving the tribute of their colleagues either 
at the Annual General Meeting of the C.M.A. in Banff 
or at the Annual Meeting of their Division. 

Adopted 


MEMBERSHIP 


23. The following table indicates the membership of 
The Association at the end of the last two calendar years: 








Province 1958 1959 
British Columbia.......... 1,426 1,500 
SN citctcccvcgiccess Ga ae 
Saskatchewan............. 905 920 
BEORENGOR................. CFB 942 
CREED......6.........5... OED S861 
i ceca iarsl on Wai a ak 1,622 2,066 
New Brunswick........... 427 457 
Nova Scotia...............- 546 549 
Prince Edward Island...... 75 77 
Newfoundland............. 124 125 
Members-at-Large......... 21 19 
Non-Resident Members. . . . 62 71 
Military Members......... 45 36 

Total: 13,170 13,978 

Adopted 
AFFILIATIONS 


24. Your Executive Committee has received applica- 

tions for affiliation from the following national medical 

organizations: 

(a) The Medical Section of the Canadian Pharmaceutical 
Manufacturers’ Association 


(b) Canadian Thoracic Society 


The former is the organization of the twenty-five or 
more Canadian physicians who hold full-time appoint- 
ments in pharmaceutical firms and the latter is the medical 
section of the Canadian Tuberculosis Association. In 
both instances the by-laws are in conformity with those of 
the C.M.A. and their admission to affiliate status is 
recommended under the terms of Chapter VII, Section 
1 (a). 

The National Heart Foundation of Canada, a 
responsible medico-lay organization has applied for 
affiliation under the terms of Chapter VII, Section 1 (b) 
and the documents connected with this application have 
been examined and found to be unexceptionable. The 
relationships between the C.M.A. and the Foundation 
have been close and cordial from its inception in 1956 when 
the late Dr. G. F. Strong took the leading part. It is 
recommended that affiliation be granted to the National 
Heart Foundation of Canada. 
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Relationships among our twenty professional 
affiliates and our thirteen medico-lay affiliates have 
continued to be mutually helpful. 

In common with other citizens, we have been 
increasingly concerned with the emergence of many new 
medico-lay societies. Worthy as they may be, their fund- 
raising activities have produced problems both for the 
donor and for other societies in the health field. With a 
view to assisting in the clarification of the financial aspects 
of operating health agencies, a Conference of the medico- 
lay affiliates of the C.M.A. has been called for May 27th. 
It is hoped that a frank discussion of fund-raising may 
assist our affiliates and inform us of an important, but 
complex aspect of our society. 

Adopted 


The Executive Committee, at its last meeting, received 
a report on this conference, and would recommend the follow- 
ing resolutions to the General Council: 


Moved by Dr. M. S. Douglas, 
seconded by Dr. E. K. Lyon, 


that The Canadian Medical Association express its 
appreciation of the work of the national medico-lay 
affiliates in the prevention of disability, the promotion 
of good health, the detection of disease, the dissemina- 
tion of information to the public and the profession, the 
advancement of research, the provision of essential 
services to patients and the promotion of rehabilitative 
measures. The beneficent work of these societies greatly 
aids the medical profession in its daily work and pro- 
vides for large sections of the public, assistance which 
would otherwise be lacking and the C.M.A. desires to 
record its support of the voluntary fund-raising 
activities in their particular spheres of interest. 
Carried 
Moved by Dr. M. S. Douglas, 
seconded by Dr. A. F. VanWart, 


WHEREAS representation on the National Medical 
Boards of the medico-lay affiliates of The Canadian 
Medical Association is available and operative 
through the interest of many individual doctors, it is 
observable that in many instances the presence of 
representatives of the medical profession is lacking at 
the level of their provincial and local branches, 
AND WHEREAS it is understood that medical 
representation would be welcomed by such branches of 
the affiliates of the C.M.A., 
THEREFORE BE IT RECOMMENDED to the 
Divisions.that approaches be made to the provincial 
organizations of the affiliates, on their own behalf and 
on behalf of their branch medical societies, with a view 
to providing suitable medical representation and active 
participation at all levels of operation. 
Carried 
Speaking to this resolution, the General Secretary 
assured the members of General Council that the worth of 
these medico-lay societies is thoroughly investigated, before 
they are granted affiliate status with the C.M.A., and that the 
Divisions need feel no hesitation in approaching their branch 
societies, as outlined in this resolution. 


C.M.A. House 


25. It was reported to the General Council in May, 
1959, that a beginning had been made on the construction 
of the addition to C.M.A. House, 150 St. George Street, 
Toronto. Work proceeded with no more than the customary 
interruptions throughout the summer and autumn and by 
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January, 1960, our fine new Georgian two-storey and 
basement structure was ready for occupancy. The staff of 
The Canadian Medical Association Journal moved to the 
second floor on January 8th and two weeks later the Secre- 
tarial staff occupied the ground floor and part of the 
basement. The ground floor of the original structure of 
C.M.A. House has been retained for the Managing Editor, 
the Advertising Manager, the Accountant and their staff. 
On the second floor our tenants the Canadian Council on 
Hospital Accreditation and Trans-Canada Medical Plans 
continue to occupy more spacious quarters and office 
accommodation has been provided for the College of 
General Practice of Canada and the Ontario Division of the 
Canadian Mental Health Association. 


26. The official opening of the new building took place 
on Sunday, April 24, 1960, in the presence of the members 
of the Executive Committee, a number of invited guests 
and the staff of The Association. The Deputy to the 
President read a cable of congratulation from our Royal 
President and introduced the Honourable J. Waldo 
Monteith, Minister of National Health and Welfare who 
spoke on the significance of the occasion and the relation- 
ship of organized medicine to the official agencies. The 
Honourable Dr. Mathew Dymond, Minister of Health, 
Ontario, added some brief remarks and the building was 
dedicated by the Right Reverend F. H. Wilkinson, 
Anglican Bishop of Toronto. The General Secretary con- 
veyed the thanks of the staff for their new working quarters 
and the Minister of National Health and Welfare cut a 
ribbon at the front door to signalize that the building had 
been officially opened. Tea was served in the Board Room 
following the ceremony. 


27. The Genéral Council will be pleased to learn that 
the building, its equipment and the necessary renovations 
of the original structure have been completed within the 
financial allotment authorized one year ago. The services 
of our architects, Allward and Gouinlock and our general 
contractor, Gardiner-Wighton, have been very satis- 
factory. Our indebtedness to them has been discharged 
and the C.M.A. now possesses excellent new quarters 
without financial encumberance. 

Adopted 


STAFFING 


28. The decision of our distinguished Editor, Dr.S.S8. B. 
Gilder, to resign the appointment to return to the United 
Kingdom has confronted your Executive Committee and 
your Staffing Committee with a difficult problem in 
replacement. From the time Dr. Gilder announced his 
intention in mid-October until late February when he 
departed, every effort was made in Canada and abroad 
to find the successor whose qualities would match those 
demanded by the exacting appointment. Twenty-three 
qualified applicants were carefully considered by the 
Staffing Committee and in February it was recommended 
to the Executive Committee that Donald C. Graham, 
M.D., F.R.C.P.(C), be named Editor of the Canadian 
Medical Association Journal effective July 1, 1960. 


29. Dr. Graham brings to his new duties a considerable 
experience in medical practice in war and peace, a fine 
educational background, an enviable reputation as a 
teacher and as an administrator, a sincere interest in, and 
aptitude for, communications, a reputation for diligence 
and industry and a host of friends in the profession. Under 
the relentless demands of weekly publication, he will re- 
quire the aid and support of the membership and of the staff 
of The Association but we are assured that these will be 
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forthcoming in full measure. The General Council will 
doubtless desire to express to Dr. Graham its gratification 
at this appointment and its goodwill towards Dr. Gilder 
in his new endeavours. 


30. To provide the necessary editorial supervision in the 
interregnum, Dr. H. E. MacDermot was induced to re- 
turn from his busy retirement and at considerable in- 
convenience to himself, he moved from Montreal to 
Toronto for a period of two months. His presence has 
proved to be most helpful and your Executive Committee 
is grateful to Dr. MacDermot who has so ably filled the 
post of Acting Editor. 


31. Your staffing Committee has become conscious of 
the need for closer supervision of the accounting pro- 


cedures involved in the handling of funds exceeding .. 


$700,000 per year and in the management of the property 
of The Association. Accordingly, authority was sought 
and obtained for the appointment of an Accountant- 
Office Manager. The General Secretary was authorized 
to find a person with the necessary qualifications and after 
consultation with our auditors, Mr. Charles M. Reside was 
employed effective April 1, 1960. 


32. The female staff of The Association continues to 
wax and wane, mainly through marriage and its conse- 
quences, but all concerned are dedicated to the increas- 
ingly complex activities of the C.M.A. Your Executive 
Committee would assure the General Council that the 
affairs of The Association are conducted by a small, loyal, 
hard-working staff whose interests are those of Canadian 
medicine. 

Adopted 


RELATIONS WITH GOVERNMENTS 


33. Your Executive Committee has continued the 
study of two medical services in the Federal jurisdiction, 
the Sick Mariners Service and the Indian and Northern 
Health Services. In the case of the former, investigation of 
the medical provisions of the Canada Shipping Act did not 
reveal important or feasible proposals for amendment and 
it was decided that only our recommendations relative to 
administration should bé submitted. 


34. A good deal of work has been done in cooperation 
with the Divisions in compiling data on the anomalies of 
the health services to Indians as they affect private medical 
practitioners. The appointment of a Joint Parliamentary 
Committee of the Senate and House of Commons to con- 
sider possible amendments to the Indian Act appears to 
offer the opportunity of presenting our views and as this 
report is being written, a sub-committee of the Executive 
Committee is preparing a brief for submission to the 
Joint Committee. 

Adopted 


35. The announcement of the Premier of Saskatchewan 
that, if re-elected, his government proposes the introduc- 
tion of a universally available, tax-supported plan of 
medical care insurance constitutes the most important 
development in health insurance of the current year. This 
is the event which has been postulated by students of 
medical economics for a very long time but its actual 
promulgation has proved upsetting to our colleagues in 
Saskatchewan. At the Annual Meeting of the Division in 
October, 1959, prior to the detailed statement by Premier 
Douglas, a resolution voicing opposition to a compulsory 
government-controlled province-wide medical care plan, 
was passed. The revelation of the Premier’s proposal and 
his plan to conduct a study by means of an Advisory 
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Planning Committee on Medical Care to which the 
College of Physicians and Surgeons had been invited to 
nominate three members has given rise to much discussion 
among the profession. Amended terms of reference of the 
Advisory Planning Committee have been proposed and 
agreed to and the College has appointed Dr. C. J. Houston, 
Dr. J. F. C. Anderson and Dr. E. W. Barootes. The whole 
issue of health insurance has aroused intense public 
interest and the concurrent conduct of a provincial election 
has resulted in the subject being considered in an atmo- 
sphere of party politics. 


Moved by Dr. M. S. Douglas, 
seconded by Dr. E. R. Stewardson, 


that discussion of Section 35 be postponed until this 
matter is discussed under the Report of the Committee 
on Economics. 

Carried 


This Section was subsequently adopted. 


OTHER Economic MATTERS 


36. There will be reported in greater detail by the Com- 
mittee on Medical Economics a number of important 
activities including the result of a long period of study 
given to a proposed Statement of Principles on Medical 
Insurance. It is hoped that this restatement of the at- 
titude of the profession will commend itself to the General 
Council on grounds of brevity and intelligibility. 


37. A joint effort of the Special Committee on Prepaid 
Medical Care, the Committee on Medical Economics and 
the Executive Committee has been the compilation, 
distribution and analysis of the Questionnaire on Health 
Insurance. It has been a major undertaking to plan with 
objectivity, to devise questions which are important, 
understandable and assessable, and to carry out the 
mechanics of an enquiry to the 20,000 doctors of Canada. 
We are assured that the response has been adequate to 
draw valid conclusions, but the returns are less numerous 
than the importance of the subject appeared to us to 
justify. From the many letters which accompanied the 
return of questionnaires, we are convinced that the enquiry 
was timely and that doctors everywhere appreciated the 
opportunity to record their opinion. The analysis of re- 
turns is currently proceeding and it is hoped that a supple- 
mentary report tabled at this meeting will permit the 
General Council to make its policy decisions in the light 
of the composite views of the whole profession. 

Adopted 


Dr. J. F. C. Anderson said that in his opinion it 
would be most unfortunate if the statistics on the results of 
the Survey on Health Insurance were released before adequate 
study could be given to their validity. 


Moved by Dr. J. F. C. Anderson, 
seconded by Dr. E. C. McCoy, 


that with reference to questions 22, 23, and 24 of 
the Questionnaire no statistics be released from the 
Survey on Health Insurance until further study has 
been made of the validity of this Survey. 


Moved by Dr. Lorne Whitaker, 
seconded by Dr. M. A. R. Young, 
that this motion be tabled until the discussion of the 
Report of the Special Committee on Prepaid Medical 
Care. 
Carried 
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REPORT OF THE SPECIAL 
COMMITTEE ON PREPAID 
MEDICAL CARE 


Mr. Chairman and Members of the General Council: 


At the meeting of the General Council of May, 1959 
the following resolution was passed: 


That a special Committee, appointed by the Executive 
Committee of the C.M.A., to be known as the Com- 
mittee on Prepaid Medical Care be established for 
the continuous study of all matters pertaining to 


health insurance and medical service, among which 
shall be: 


(a) to study and make available to the C.M.A. facts, 
data and recommendations with respect to timely 
and proper provision of medical care for the 
people of Canada; 


(b) to investigate matters pertaining to the economic 
and social aspects of prepaid medical care; 


(c) to study and resolve matters of health insurance 
of common interest to the C.M.A. and the 
prepaid plans in Canada, in order that each may 
assist the other to provide the best possible 
medical service to the people of Canada; 


(d) to utilize the functions and personnel of the 
Bureau of Medical Economics to hold meetings 
as frequently as necessary for the proper com- 
pletion of its terms of reference and to maintain 
a close liaison with the Committee on Economics 
and the Executive Committee. 


The Committee appointed consists of Dr. J. A. 
McMillan, Chairman, Dr. T. J. Quintin, Dr. L. R. Rabson, 
and Dr. G. E. Wodehouse. At the initial meeting held on 
November 12, 1959, and at subsequent meetings the following 
attended ex officio: Dr. E. K. Lyon, Dr. A. D. Kelly and 
Mr. B. E. Freamo. It was an early decision of the Committee 
that as an initial step it should attempt to learn at first hand 
the feelings of the profession towards prepayment and its 
implications. At the same time the attitudes of the profession 
towards the insurance industry and government participation 
in this field would be ascertained. A decision to prepare a 
questionnaire, addressed to all the doctors of Canada, was 
reached and reported to the Executive Committee where 
financial authority for the necessary expenditure was granted. 


The initial draft questionnaire was prepared by the 
Secretariat and several amended drafts were produced as a 
result of a with the Committee, the Committee on 
Economics, the Divisional Secretaries and others. At this 
stage the consultant services of a committee of industrial 
psychologists and experts in survey techniques were engaged 
and their proposals for the improvement of the material 
were incorporated. 


The Committee then authorized a test of the question- 
naire to a random sample of 200 doctors to determine whether 
the document was both intelligible and interpretable. A 65% 
response within two weeks suggested that these criteria were 
satisfied and the questionnaire in final form was mailed to 
20,000 Canadian doctors on February 19th. The interest of 
our French-speaking colleagues in receiving the questionnaire 
in French was belatedly realized and a further mailing to all 
doctors in Quebec was made on April 7th. 


Processing of all returns was commenced on April 
19th when the data was punched on cards for sorting and 
classification in detail. Your Committee met on May 1st to 
review the returns. 
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10,669 interpretable responses were received, a return 
of approximately 53% which we are assured is an adequate 
reply to an enquiry designed to require no personal identi fica- 
tion and precluding any follow-up. This report will cover 
only the results of the questionnaire as they apply to Canada 
although data by provinces will later be available to the 
Divisions. Respondents, by residence, are as follows: 


Newfoundland 106 Ontario 4,274 
Prince Edward Island 51 Manitoba 597 
Nova Scotia 394 Saskatchewan 615 
New Brunswick 222 ~=sW A‘lberta 847 
Quebec 2,278 British Columbia 1,253 


Eleven respondents work in the Territories and 21 

failed to identify their residence. 82% of respondents 

received their medical education in Canada, 10% in 

the United Kingdom and 8% in other countries. 

Half of the respondents qualified in medicine prior to 
1945 and half since that date. The distribution by size of 
community shows 20% in towns below 10,000; 27% in cities 
from 10,000 to 100,000 and 53% in cities of over 100,000. 

Private general practice is the field of 45% of respon- 
dents, private specialty practice of 38%, teaching 2%, 
administration 3% and “other” 12%. The latter group con- 
sists of interns and residents, doctors holding clinical 
appointments in institutions, workers in public health and 
other medical fields. 


Seventy-eight per cent of respondents derived more 
than half of their income from professional fees; and 22%, 
less than half, predominantly by salary. 


The second portion of the questionnaire was concerned 
with relations with existing insuring agencies and it was 
answered by doctors principally engaged in private clinical 
practice. Seventy-seven per cent of respondents identified 
themselves as participating physicians in medically spon- 
sored prepaid medical care plans while 23% stated that they 
were non-participating. A variety of reasons were recorded 
for participation or non-participation which are not pertinent 
to this report. Your Committee was, however, struck with the 
fact that only 67 of over 2,100 non-participating respondents 
cited administrative difficulties as the reason for holding aloof. 

Eighty-seven per cent of participating physicians 
always or usually accept the payment made by the plan as 
full and final payment for the services rendered. 

The respondents in overwhelming fashion (85%) 
answered affirmatively the question on the continued spon- 
sorship by the profession of plans of prepaid medical care 
and indicated that they liked their patients to be covered by 
doctor-sponsored plans. A substantial majority (66%) felt 
that they were sufficiently informed about their plans but 
only 40% indicated that they strongly agreed or agreed to 
the statement “I have sufficient voice in the management of 
my doctor-sponsored plan.” It is further significant that 
1,666 doctors were undecided on this question. Your Com- 
mittee feels that if such a high proportion of doctors indicates 
dissatisfaction with their part in the management of the 
plans which they sponsor and support, remedial action is 
called for. 


The response of the profession to coverage by com- 
mercial indemnity plans shows a significant shift in attitude. 
The statement “I like my patients to be covered by commercial 
indemnity insurance company plan(s)’”’ was answered affir- 
matively by 4,221 and negatively by 3,260, while 1,383 were 
undecided. In the matter of payment under commercial 
indemnity contracts, 61% of respondents registered dissent 
to the method by which the patient is reimbursed by the 
insuring agency and 68% expressed their preference to 
receive payments directly from the insurance company. 
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This attitude was further reinforced by the answers 
to the next question which showed that 87% of respondents 
always or usually accept assignments directly from insurance 
carriers. 


Your Committee is interested to note that when 
insurance companies pay doctors’ accounts on the basis of 
minimum provincial tariffs 93% of respondents indicated that 
they always or usually accept these amounts as full and final 
payment. Where less than the provincial schedule is paid, 
74Q% of doctors always or usually bill the patient for the 
difference. 


Relations with government is the heading of the third 
section of the questionnaire. Fifty-nine per cent of respondents 
indicate their belief that voluntary methods of prepayment can 
be so extended that the public will not request a tax-supported 
program while 25% do not hold this view. A sizeable total of 
1,629 doctors, 16% of respondents, were undecided on this 
question. Demonstrating their sincerity in the extension of 
voluntary cover, 60% of respondents indicated their willing- 
ness to accept reduced fees for service to the aged, the chronic- 
ally ill and other difficult-to-insure categories. 


If a tax-supported program is introduced, doctors 
have very decided feelings on the methods of administration. 
Strongest support (74%) is afforded for administration by 
the profession’s sponsored plan(s) with the addition of 
government representation to the board. Administration by 
Departments of Health is opposed by 70% of respondents 
while the attitude toward commission administration with 
professional representation is intermediate between these 
extremes. 


The responding doctors have very clear views on the 
methods of remuneration of physicians under a tax-supported 
program. Payment by capitation fee is rejected by 82%, and 
remuneration by a salaried service by 84%. Remuneration 
by fee-for-service directly from the plan is supported by 87% 
of respondents. 


A mixed reaction was afforded to the statement “If 
a tax-supported program is introduced I would accept an 
administrative arrangement wherein the patient paid me 
directly and then the patient was reimbursed by the plan.”’ 
5,820 respondents favoured this arrangement, 3,259 opposed 
it and 1,331 were undecided. Your Committee feels that lack 
of experience in Canada with reimbursement methods made 
this question not well understood and that many doctors 
regarded it as of doubtful practicability. 


It is the view of your Committee that it is now in a 
position to carry out further activities under its terms of 
reference. This interim report covers only our preliminary 
studies and we hope to apply to our task the guidance which 
is provided by this analysis of professional opinion. 

All of which is respectfully submitted. 


J. A. McMILLAN, 
Chairman 
Moved by Dr. M. S. Douglas, 
seconded by Dr. G. E. Wodehouse, 


that this report be accepted for information. 
Carried 


Dr. Anderson complimented Dr. McMillan and his 
Committee for this report. He reiterated his belief, however, 
that it would be most unfortunate if the statistics connected 
with this report should be misinterpreted and released to the 
press. Dr. Anderson said that in his province of Saskatchewan, 
a poll was conducted in which individual doctors expressed 
their opinions on compulsory government-controlled medical 
care programs. Among the doctors in private practice, over 
90% expressed opposition to such a.plan. 
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Dr. McMillan pointed out that in the survey which 
was conducted, the attempt was made to assess the attitude of 
the profession to government in medicine as part of the total 
picture of insurance for medical services. He had no reason 
to doubt that the attitudes displayed in this section were any 
less valid than elsewhere. 

There was considerable discussion on this report, and 
several members expressed the view that this survey is a 
valuable working document for the Executive Committee of the 
C.M.A. and should be used by the Executive Committee at its 
discretion, and further, it was pointed out that many of the 
questions contained in the survey do not carry any political 
implications and there would not seem to be any value in 
suppressing the answers to such questions. 


_ Moved by Dr. J. F. C. Anderson, 


seconded by Dr. E. C. McCoy, 


that the resolution regarding questions 22, 23 and 24 
of the Questionnaire, which was previously tabled, be 
now taken off the table. 
Carried 
Moved by Dr. Glenn Sawyer, 
seconded by Dr. R. W. Richardson, 


that this resolution be tabled until after luncheon and 
that this matter be referred to the Resolutions Committee. 
Carried 


The Resolutions Committee considered this matter, 
and subsequently it was 


Moved by Dr. H. D. Dalgleish, 
seconded by Dr. J. B. Wallace, 


that the conclusions, content and replies from the 
Questionnaire of the Special Committee on Prepaid 
Medical Care be released only at the discretion of the 
Executive Committee of The Canadian Medical 
Association and that no statistics or conclusions de- 
rived from Sections 22, 23 and 24 of the Questionnaire 
be released by the Executive Committee until the 
validity of these questions and answers is rechecked by 
further study. 
Carried 
Moved by Dr. T. J. Quintin, 
seconded by Dr. R. Lemieux, 


that this Report of the Special Committee on Prepaid 
Medical Care be referred back to the Executive Com- 
mittee for further study. 
Not carried 
Moved by Dr. T. E. Currier, 
seconded by Dr. G. E. Wodehouse, 


that the Council of the Ontario Medical Association 
recommends full and urgent support of the Special 
Committee on Prepaid Medical Care to study health 
needs of the people as they relate to medical services 
presently provided by doctor-sponsored prepaid plans. 

Carried 


38. Since February, 1959, your Executive Committee 
has been advised of conversations held with represent- 
atives of life and casualty companies, Blue Cross officials 
and others interested in promoting health insurance under 
voluntary auspices. We are convinced that there is a 
sufficient community of interest to justify the formation 
of what has come to be called the Canadian Conference 
on Health Care and we have authorized C.M.A. participa- 
tion. Dr. J. A. MeMillan and Dr. A. D. Kelly have been 
named our representatives on the Conference and we are 
hopeful that this new organization will be helpful in 
advancing the cause of voluntary health insurance. 
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39. The General Council will note that the program of 
this the 93rd Annual Meeting includes a varied program in 
Medical Economics on Thursday, June 16. An endeavour 
has been made to present authorities in the current 
developments in the field and a panel discussion on 
“The Future of Voluntary Prepayment Mechanisms in the 
Health Care Field” will be the feature of an evening 
session. 


Adopted 


SAVINGS FOR RETIREMENT 


40. In response to requests from participants in the 
Canadian Medical Retirement Savings Plan for a means of 
investing savings over and above those entitled to tax 
deferment, the Trusteeship Committee has recommended 
the establishment of a companion common stock fund. 
Your Executive Committee has examined the details of 
this supplementary plan as outlined in an appendix to the 
Report of the Honorary Treasurer and recommends to the 
General Council that authority be granted to proceed 
with the organization of the fund. It is, we hope, self- 
evident that the basic long-term savings for retirement 
may best be carried out for most C.M.A. members through 
C.M.R.S.P. and that the proposed new fund should in 
most instances be regarded as supplementary. 


Moved by Dr. G. W. Halpenny, 
seconded by Dr. G. E. Wodehouse, 


that consideration of Section 40 be deferred until after 
the presentation of the Report of the Honorary 
Treasurer. 


Carried 


This Section was subsequently adopted. 


Non-Periopic PUBLICATIONS 


41. Two publications of the C.M.A. during the past year 
would qualify as best sellers in every sense except the 
financial. ““Doctors of Tomorrow’’, our contribution to the 
recruitment of suitable candidates for the medical pro- 
fession has attained a circulation of 75,000 copies. ‘“Guid- 
ing Principles for the Provision of Occupational Health 
Services” had been printed originally in 2,000 copies but 
orders of 1,200 copies from such diverse bodies as the 
Ontario Federation of Labour, and the Canadian Nurses’ 
Association as well as lesser requests from Workmen’s 
Compensation Boards, Departments of Health, the 
Industrial Medical Association of the Province of Quebec 
and the Canadian Manufacturers Association have made it 
necessary to duplicate the original order. 

Adopted 


HosPITaL ACCREDITATION 


42. It was reported a year ago that the Canadian 
Council on Hospital Accreditation had been well and 
truly launched on its course as a distinctively national 
endeavour. Already it is apparent that the demands of 
Canadian hospitals for the services of the Council are 
rising at such a rate that the voluntary contributions of 
the four participating member organizations will not long 
suffice to finance the operation. Accordingly, it was 
agreed that an approach be made to the Minister of 
National Health and Welfare for financial aid from public 
funds on the grounds that the accreditation program was 
providing the quality control for the operation of the 
programs of hospital care insurance in which our govern- 
ments are so deeply involved. The delegation from the 
Council which waited upon the Minister was gratified at 
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his appreciation of the good work being done in hospital 
accreditation and at his assurance that a formula would 
be found for Federal and Provincial participation to-the 
extent of $30,000 per year without representation on the 
Council. 


Moved by Dr. E. K. Lyon, 
seconded by Dr. N. N. Levinne, 


that this Section 42 be received and consideration of it 

deferred until after the presentation of the Report of the 

Committee on Hospital Service and Accreditation. 
Carried 


This Section was subsequently adopted. 


INTERNATIONAL MEDICINE 
(a) British Commonwealth Medicine Conference. 


43. The fifth meeting of the B.C.M.C. was held in 
London, July 11-14, immediately preceding the Joint 
Annual Meeting of the B.M.A. and C.M.A. in Edinburgh. 
Ten member associations of the Commonwealth were 
represented, the C.M.A. by Dr. E. K. Lyon and Dr. 
A. D. Kelly. An interesting exchange of views was under- 
taken on a wide variety of topics of common interest and 
although conclusions are hard to draw, it is our impression 
that discussions such as this are useful in the long term. 
Our representatives reported their thoughts as follows: 
“Tt is our view that we should continue to support this 
international organization which in many _ respects 
resembles a family gathering. The diversities of language 
which handicap communication in larger international 
bodies were not present though the medical problems of 
the nations represented are sufficiently varied to make the 
Conference a very representative one.”’ 

Adopted 


(b) World Medical Association. 


44. The Canadian Medical Association, a member of 
W.M.A., took a leading part in two important activities 
during the year under review. The Second World Con- 
ference on Medical Education was held in Chicago, 
August 30-September 4, 1959, and the Canadian contribu- 
tion to the program assumed sizeable proportions. Our 
delegates, Dr. N. H. Gosse and Dr. M. A. R. Young 
attended the sessions which were devoted to the theme, 
“Medicine, A Lifelong Study’. Dr. R. F. Farquharson 
was Vice-President of the Conference and a number of 
Canadian leaders in medical education participated in 
panels and other discussions. 


45. The XIII General Assembly of W.M.A. was held 
in Montreal, September 7-12 with the C.M.A. acting as 
host Association. In this we were greatly aided by the 
Quebec Division and the good work of the medical ladies 
and gentlemen of Montreal. The Assembly was held under 
the patronage of our President, H.R.H. The Duke of 
Edinburgh, ably represented, as always, by his Deputy, 
Dr. E. K. Lyon. After impressive opening ceremony, Dr. 
Renaud Lemieux was installed as President of The World 
Medical Association. Thereafter he presided at the 
sessions of an eventful and in some respects, contentious, 
week. The keynote address, presented by Dr. Norman H. 
Gosse, urged a reconsideration of the functions of W.M.A., 
the composition of the Council, the financing of the 
organization and, in particular, more aid to underdeveloped 
countries within the membership. Dr. Gosse proposed 
that these matters be made the subject of study by a 
committee of the Assembly. These views struck a respon- 
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sive chord in the minds of many delegates while in others 
they were interpreted as critical of the Council and the 
administration. A resolution, proposed by the delegates of 
the B.M.A., to implement the proposals of the keynote 
address, called for the appointment of a five-man com- 
mittee of Assembly and Council to study the future 
objectives and the administrative affairs and to report at 
the next Assembly in Berlin in 1960. After an extended 
debate, the resolution was passed and the committee is 
now at work. 


46. A full program of business, scientific and social 
sessions was provided for the XIII General Assembly and 
the events were carried out with credit to the host Associa- 
tion and its local committees. 


47. Subsequent to the General Assembly, the Planning 
and Finance Committee, under the chairmanship of Dr. 
T. C. Routley, has undertaken a reorganization of the 
relationship of the New York headquarters of W.M.A. to 
the U.S. Supporting Committee. The effect of this re- 
orientation is to make W.M.A. look for its support to the 
financial contributions of the national member Associa- 
tions, although the latter may choose to enlist the aid of 
Supporting Committees in financing their dues. 


48. For the year 1960 the C.M.A. has substantially 
increased its contribution to W.M.A. and the sum of 
$10,000 has been pledged. Concurrently, a revitalization 
of the Canadian Supporting Committee to W.M.A. has 
been undertaken and Dr. N. H. Gosse has been elected 
Chairman by the Executive of that body. An appeal for 
funds directed to Canadian doctors on the mailing list of 
the W.M.A. Journal, to individuals in the field of pharma- 
ceutical manufacture and to the C.M.A. membership 
generally through the columns of the Journal has resulted 
in contributions totalling $2,115 at the end of March. If 
the Supporting Committee is to assist the C.M.A. with its 
1960 contribution to W.M.A., a greater degree of indivi- 
dual support will require to be manifest. 


49. With a view to providing the necessary continuity, 
Dr. N. H. Gosse and Dr. M. A. R. Young have again been 
appointed C.M.A. delegates to the XIV General Assembly 
of W.M.A., which is to be held in Berlin, September 15-22, 
1960. Your Executive Committee regards the current year 
as important in the life of W.M.A. and in the relationship 
of the C.M.A. to this international body. Our delegates 
have been instructed to support the cause of reform and 
we are hopeful that a restatement of objects, followed by 
actual performance, will permit us to participate whole- 
heartedly in world medicine. 

Adopted 


The General Secretary said that Dr. Gosse and Dr. 
Young have been invited to attend the first meeting of the 
incoming Executive Committee, at which time they may be 
given further instruction with regard to their duties in attend- 
ing this XIV General Assembly of W.M.A. in Berlin. 

Speaking to this report, Dr. Gosse said that some years 
ago the United States Supporting Committee had sought and 
found the money to pay the secretariat of W.M.A. Conse- 
quently, the W.M.A. office was really an agent of the American 
Supporting Committee to W.M.A. This situation has, 
however, been rectified now. 


(c) Aid from Canada. 


50. As an example of humanitarian effort in the inter- 
national field it is possible to report that financial aid was 
provided in 1959 by the Canadian Supporting Committee 
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to W.M.A. towards the expenses of Dr. Glen Smith of 
Vancouver and Dr. Robert Salter of Toronto in visits to 
India and Africa respectively under the auspices of the 
Evangelical Medical Missionaries Aid Society. 


51. In the double Moroccan crisis occasioned by mass 
poisoning followed by extensive earthquake damage, 
Canadian physicians, physiotherapists and nurses have 
played a leading part. Organized by the Canadian Red 
Cross Society, a team of doctors and physiotherapists 
under the leadership of Dr. Gustave Gingras, Chairman of 
the Committee on Rehabilitation, was dispatched to 
Morocco in December, 1959. Dr. Gingras rendered in- 
valuable service as the head of an international medical 
contingent in initiating measures to aid the ten thousand 


victims of peripheral neuritis and paralysis. On his return 


to Canada, his place was taken by Dr. Max Desmarais of 
Winnipeg and the C.M.A. has contributed through the 
Canadian Red Cross Society the sum of $3,000 towards 
the remuneration of Dr. Desmarais. Dr. Jean Jacques 
Laurier has more recently headed a Canadian party dis- 
patched under Red Cross auspices to aid the earthquake 
victims in Morocco. The Canadian Medical Association 
has reason to be proud of the skilled services provided by 
these colleagues in the best tradition of Canadian medicine. 

Adopted 


RELATIONS WITH THE ASSOCIATION OF 
CANADIAN MEDICAL COLLEGES 
AND 
Tue Roya CouLieGeE oF 
PHYSICIANS AND SURGEONS OF CANADA 


52. At the request of the Association of Canadian 
Medical Colleges a conference with representatives of the 
Royal College of Physicians and Surgeons of Canada and 
The Canadian Medical Association was held on April 21st. 
A proposal for a study of the medical educational needs of 
Canada both now and in the future was considered. The 
output of the twelve Canadian medical schools, the effect 
of immigration and emigration, the training of specialists 
in various categories and the effect of these and other 
factors on the supply of Canadian physicians were debated. 
It was the consensus that such a study should be under- 
taken on a continuing basis and it was resolved ‘“That the 
Joint Conference called by the A.C.M.C. recommend to 
the respective principals that a Canadian Medical Educa- 
tional Secretariat be established and that the Association 
of Canadian Medical Colleges be the operative agency of 
the Secretariat referred to.” 


53. Your Executive Committee received the report of 
the C.M.A. representatives (Drs. Lyon, Douglas, Halpenny 
and Dickson) and concurred in the proposal of the Joint 
Conference. It is recommended that this General Council 
approve in principle the establishment of an Educational 
Secretariat under the A.C.M.C. auspices and authorize the 
participation of the C.M.A. in its development. 


The General Secretary said that the Association of 
Canadian Medical Colleges has considered this idea for some 
time. They feel that such a secretariat might cost $30,000 to 
$35,000 a year. The Deans of the medical faculties seemed to 
feel that public funds might be obtained for this project, with 
the Royal College of Physicians and Surgeons of Canada and 
the C.M.A. also contributing. He stressed the fact that in 
adopting Sections 52 and 53 we would not be allocating any 
sum of money to this project at the present time, merely 
approving in principle. 
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Dr. C. B. Stewart told the members of General Council 
that the A.C.M.C. wonders whether the present needs of the 
country are being met with the present number of graduates 
from medical schools. At present, there is no organization to 
which a university can go for advice about founding a medical 
school. ' 

With these comments, the Section was adopted. 


54. The Royal College of Physicians and Surgeons of 
Canada has invited the counsel of the C.M.A. on the 
future of the certification program of the Royal College. 
It is interesting to recall that it was at the request of the 
C.M.A. in 1933 and 1934 that the Royal College entered 
the field of the identification of specialists and the result 
of their work since 1939 has been of great benefit to the 
public and to the profession. There has been study by 
committees of the College of the desirability of establishing 
a single standard of training and examination and in seven 
specialist fields uniform training requirements have been 
announced for application in 1964. 


55. After a full discussion it was resolved ‘That this 
Joint Committee endorses the proposed single standard of 
training for Fellowship and Certification and at an appro- 
priate time in the future recommends that a single standard 
of examination be established for each specialty.” 


56. The relationship of the large body of certificated 
specialists to the Royal College was then considered. It was 
agreed that it was desirable that they be brought into more 
intimate relationship and to achieve this the C.M.A. 
representatives recommended the following method for 
consideration of the Royal College of Physicians and 
Surgeons of Canada. 


(a) That Membership in the Royal College of Physicians 
and Surgeons be the qualification awarded after com- 
pletion of prescribed training and success at examina- 
tions. 


(b) That specialists currently certificated be granted the 
qualification of M.R.C.P.(C) or M.R.C.S.(C) on 
application and on payment of a suitable fee. 

(c) That Fellowships be granted by election from the 

Members. It is envisaged that in future the mark of 

distinction of Fellowship be conferred on teachers of 

medicine and others who have rendered outstanding 
service in their special fields, the current Fellows, of 
course, retaining their status. 

That the scientific meetings of the R.C.P.&S.(C) be 

open to all Fellows and Members. 

(e) That the Council of the Royal College be composed of 


Fellows with appropriate representation of the 
Members. 


(d 


— 


57. Your Executive Committee considers that the 
‘proposals of the C.M.A. representatives are worthy of 
support and that this General Council authorize their 
presentation to the R.C.P.&S.(C). 


Dr. R. K. Magee said that in Ontario the feeling was 
that the desired ends might be accomplished by making the 
presently certificated members—non-voting associates. It was 
their feeling, he said, that this might obviate the risk of having 
such a large body of medical men with an allegiance to a body 
outside the-C.M.A. 


Moved by Dr. R. K. Magee, 
seconded by Dr. T. E. Currier, 


that Sections 54-56 be referred back to the-Committee 
for further consideration as to whether this report will 
further the best interest of the practitioner of medicine, 
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and the needs of the people of Canada for the following 
reasons: 
(1) To give consideration to making present certificated 
members, non-voting associates; 
(2) To maintain a single standard of training and 
recognition; 
(3) To avoid possible medical-political problems. 
Not carried 


Dr. E. K. Lyon said that there is a large body of certifi- 
cated specialists in Canada, created by the Royal College, at the 
request of the C.M.A., many years ago. Dr. Lyon said that 
many of these certificated specialists feel that they should be 
more firmly allied with the College, otherwise they might form a 
body of their own. He was aware that the Royal College has 
studied these problems for a long time, and has not yet 
arrived at a conclusion. Dr. Lyon pointed out that for many 
years to come, there will be Fellows in the College who will not 
be teachers, and now, under these recommendations, provision 
is made for representation on the College which the certificated 
men do not have. 

Dr. Glenn Sawyer asked whether any consideration 
had been given to including representatives from the College 
of General Practice of Canada in these discussions. Dr. Kelly 
replied that the Executive Committee instructed that an 
approach be made to the Association of Canadian Medical 
Colleges and the Royal College of Physicians and Surgeons of 
Canada, recommending to them that representatives from the 
College of General Practice be included in these conferences. 
However, these sponsoring bodies did not see fit to include the 
College of General Practice, despite our best efforts. 


Moved by Dr. G. E. Wodehouse, 
seconded by Dr“ R. J. M. Galloway, 


that Section 56 of the Report of the Executive Committee 
be amended by deleting everything after. the word 
“relationship” in line 4. 
Not carried 
Moved by Dr. E. K. Lyon, 
seconded by Dr. G. W. Halpenny, 


that Sections 54-57 be adopted. 
Carried 


Dr. E. C. McCoy suggested that some thought might 
be given to changing the organization of C.M.A. conventions, 
so that the responsibility for the business and social aspects of 
the convention should belong to the C.M.A., but that the 
affiliated societies should assume responsibility for the 
scientific portion of the meeting. Although this would in- 
evitably cut down on the rapidly diminishing number of 
places in Canada where C.M.A. annual meetings might be 
held, Dr. McCoy felt that at least it would lend unity to the 
profession, which is essential now, and will become more so 
in the years to come. Under this arrangement, all medicine 
in Canada would be meeting in one place at one time. 


Moved by Dr. E. C. McCoy, 
seconded by Dr. G. G. Ferguson, 


that the General Council recommend to the Executive 

Committee that the organization of the C.M.A. con- 

ventions be changed so that responsibility for the three 

aspects of the meeting be as follows: 

1. Business—remain with the C.M.A. 

2. Scientific—be the regular scientific meetings of the 
affiliated societies. 

3. Social—remain with the C.M.A. on behalf of all 
attending with provision for one social gathering 
of an affiliated society if they wish one. 

Carried 
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CONCLUSION 


58. Your Executive Committee expresses its gratitude 
to the chairmen and members of the Standing Committees 
of The Association for their work in a diversity of fields 
represented by the reports included in this volume. The 
officials and staff have worked well to serve the profession 
in the increasingly complex activities which we have as- 
sumed and the year’s end finds the C.M.A. and its Divisions 
immersed in a variety of projects which reflect our interest 
in every aspect of the health of our fellow citizens. 


All of which is respectfully submitted. 
MURRAY 8. DOUGLAS, 


Chairman. 
Adopted 
Personnel of the Committee: 
Officers: 
President—His Royal Highness The Duke of 
Edinburgh 
Deputy to the President — Dr. E. Kirk Lyon, 
Leamington 


Past President—Dr. A. F. VanWart, Fredericton 


President-Elect—Dr. R. Macgregor Parsons, Red 
Deer 


Chairman of the General Council and the Executive 
Committee—Dr. Murray 8. Douglas, Windsor 


Honorary Treasurer—Dr.G.W.Halpenny, Montreal 


Divisional Representatives: 
Dr. Peter O. Lehmann, Vancouver 
Dr. A. A. Haig, Lethbridge 
Dr. E. R. Stewardson, Moose Jaw 
Dr. R. W. Richardson, Winnipeg 
Dr. W. W. Baldwin, Brooklin 
Dr. Lorne Whitaker, St. Catharines 
Dr. W. W. Wigle, Dryden 
Dr. Renaud Lemieux, Quebec 
Dr. T. J. Quintin, Sherbrooke 
Dr. G. M. White, Saint John 
Dr. R. O. Jones, Halifax 
Dr. J. A. MeMillan, Charlottetown 
Dr. J. B. Roberts, St. John’s 


Ne 


Officials: 
General Secretary—Dr. A. D. Kelly 
Assistant Secretaries—Dr. A. F. W. Peart; 
Mr. B. E. Freamo; Mr. K. C. Cross 
Acting Editor—Dr. H. E. MacDermot 
Managing Editor—Dr. T. C. Routley 


Assistant Editors—Dr. M. R. Dufresne; 
Dr. G. T. Dickinson 


Moved by Dr. M. S. Douglas, 
seconded by Dr. C. W. Burns, 


that the Report of the Executive Committee, as amended, 
be adopted, with the exception of Sections 35, 40, and 
42, which will be considered at a later time in the 
meeting. 


Carried 
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NOMINATIONS AND ELECTIONS 


The General Secretary read that portion of the By-laws 
which deals with the election of the Nominating Committee and 
reported that he had received in writing the following nomina- 
tions by their Divisions to act on the Nominating Committee: 

British Columbia—Dr. E. C. McCoy, Vancouver 

Alberta—Dr. W. C. Campbell, Medicine Hat 

Saskatchewan—Dr. A. J. M. Davies, Indian Head 

Manitoba—Dr. F. G. Allison, Winnipeg 

Ontario—Dr. W. W. Baldwin, Brooklin 

Quebec—Dr. T. J. Quintin, Sherbrooke 

New Brunswick—Dr. R. B. McKenzie, Newcastle 

Nova Scotia—Dr. W. A. Hewat, Lunenburg 

Prince Edward Island—Dr. L. E. Prowse, 

Charlottetown 

Newfoundland—Dr. J. B. Roberts, St. John’s 

Since Dr. R. B. McKenzie was not present, it was 


Moved by Dr. H. P. Melanson, 
seconded by Dr. G. M. White, 


that Dr. T. S. Dougan of Sussex, N.B., be nominated 
to act on the Nominating Committee for New Bruns- 
wick. 
Carried 
Moved by Dr. Lorne Whitaker, 
seconded by Dr. M. A. R. Young, 


that these members nominated be elected to the Nomin- 
ating Committee. 
Carried 


The Nominating Committee met at 5.30 p.m. in the 
Angus Room of the Banff Springs Hotel, Banff, Alberta. The 
Deputy to the President, Dr. E. Kirk Lyon, presided and all 
members of the Committee were present. The duties of the 
Committee as outlined in the By-law, Chapter XI, Section 3, 
were read and carried out. 

The Nominating Committee recommends to the 
General Council the election of the following officers: 

For the office of President-Elect—Dr.G. W. Halpenny, 

Montreal, P.Q. 
For the office of Chairman of the General Council— 
Dr. M. S. Douglas, Windsor, Ont. 
For the office of Honorary Treasurer—Dr. G. E. 
Wodehouse, Toronto, Ont. 
and the election of the following members of the Executive 
Committee and their alternates, all of whom have been pro- 
posed by their respective Divisions: 

British Columbia—Dr. P. O. Lehmann, Vancouver 

Alternate—Dr. E. C. McCoy, Vancouver 

Alberta—Dr. A. A. Haig, Lethbridge 

Alternate—Dr. W. C. Campbell, Medicine Hat 
Saskatchewan—Dr. E. R. Stewardson, Moose Jaw 
Alternate—Dr. H. D. Dalgleish, Saskatoon 
Manitoba—Dr. R. W. Richardson, Winnipeg 
Alternate—Dr. A. M. Goodwin, Winnipeg 
Ontario—Dr. W. W. Wigle, Dryden 
Dr. R. H. McCreary, Arnprior 
Dr. W. W. Baldwin, Brooklin 
Alternate—Dr. P. Bruce-Lockhart, Sudbury 
Quebec—Dr. Renaud Lemieux, Quebec 
Dr. T. J. Quintin, Sherbrooke 
Alternate—Dr. Sylvio LeBlond, Chicoutimi 
New Brunswick—Dr. H. Paul Melanson, Moncton 
Alternate—Not identified as yet 
Nova Soctia—Dr. R. O. Jones, Halifax 
Alternate—Dr. F. J. Granville, Stellarton 
Prince Edward Island—Dr. J. A. McMillan, 
Charlottetown 
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Alternate—Dr. L. E. Prowse, Charlottetown 

Newfoundland—Dr. J. B. Roberts, St. John’s 

Alternate—Dr. Donald Cant, Corner Brook 

On receiving the recommendations of the Nominating 

Committee, the Chairman of the General Council invited 

nominations from the floor for each position in turn. As no 
further nominations were made, it was 


Moved by Dr. F. L. Whitehead, 

seconded by Dr. G. M. White, 
that Dr. G. W. Halpenny be elected President-Elect 
of The Canadian Medical Association. 


Carried unanimously 
Moved by Dr. F. W. FitzGerald, 
seconded by Dr. Glenn Sawyer, 


that Dr. M. S. Douglas be elected Chairman of the 
General Council of The Canadian Medical Associa- 
tion. 
Carried unanimously 
Moved by Dr. M. A. R. Young, 
seconded by Dr. W. W. Baldwin, 


that Dr. G. E. Wodehouse be elected Honorary Treas- 
urer of The Canadian Medical Association. 
Carried unanimously 
Moved by Dr. F. W. FitzGerald, 
seconded by Dr. Lorne Whitaker, 


that the members listed be elected to the Executive 
Committee of The Canadian Medical Association. 
Carried unanimously 


Dr. Halpenny thanked the members of the General 
Council for their confidence in him, in electing him to the 
office of President-Elect. He said he considered this a great 
honour both to the Quebec Division, and to himself. He assured 
the members of General Council that he would make every 
effort to follow the leadership so ably demonstrated by his 
predecessors in this office. 

Dr. Wodehouse also thanked the members of General 
Council for his election to the office of Honorary Treasurer. 
He expressed the hope that he would be able to serve The 
Association well in this new appointment. 

Dr. Douglas expressed his appreciation for his re- 
election as Chairman of the General Council. 


REPORT OF THE HONORARY 
TREASURER 


Mr. Chairman and Members of the General Council: 


59. I beg to submit the financial report for the year 
ending December 31st, 1959, as audited by Messrs 
McDonald, Currie and Company, together with a brief 
comment on certain items. 


ASSETS 


You will note that our assets now exceed $905,000. 
These assets are divided as follows: 


EE ee a Pee ree P $ © 06 11 
Accounts Receivable.................. 44,251 
so 5c sedsyisenetenees’s 425 
Investments (at cost)................. 489,107 
PIII, ohn ccc sewnseseccecs 1,901 
eau dwar nen eae 288,449 
a a ada tare alia 84,157 


ee 
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Unfortunately this amount does not represent the 
net worth of The Association as it included monies allo- 
cated for the payment of current liabilities and for long 
term commitments such as our trust funds. 

On December 31st, 1959, the net worth of The 
Association was $754,471. 


REVENUE AND EXPENDITURE 

60. We have had another very successful year. Total 
income exceeded expenditure by more than $84,000. 

The amount of surplus continues to increase due 
largely to the financial success of our publishing operations. 
Further increases will, however, be moderate until the 
position of our weekly Journal stabilizes. As well, we can 
expect deficits, increasing from year to year, from our 
Secretarial functions as the increased tempo of our activi- 
ties cannot be supported by the present level of fees. 

You will note that we had not completed payments 
for the addition to our building as of December 31st, 1959. 
The additional amounts to be expended will place the total 
investment in fixed assets at approximately $350,000 
which is slightly less than half of our surplus account. 


CANADIAN MEDICAL RETIREMENT SAVINGS PLAN 


61. Your Honorary Treasurer is also Chairman of the 
Trusteeship Committee of the Canadian Medical Retire- 
ment Savings Plan. The amounts of money for which I 
assume some responsibility as Treasurer seem small in 
comparison with the amount contributed by Plan parti- 
cipants for investment. 

During the last year contributions totalled 
$2,780,000 of which $955,000 was allocated to the Insured 
Plan and $1,825,000 invested in the Common Stock Plan. 
Since November 1957, when the Plan started, participants 
have invested more than $7,100,000. 

Enrolment continues to increase at a moderate but 
satisfactory rate. At 1959 year-end 2,320 members were 
registered as participants. This compares with 1,750 
participants in 1957 and 2,050 participants in 1958. 

The results which our fund managers have achieved 
suggest that the Plan should commend itself to many more 
of our members. We have just been advised that for the 
year March Ist, 1960—February 28th, 1961 the Insured 
Plan will credit participants’ accounts with interest at a 
rate of 434%—i.e. 14% more than the minimum guaran- 
tee. 

Results of the Common Stock Plan have been 
gratifying in comparison with other similar funds, although 
all of them, including our own, show a decrease in unit 
value reflecting the substantial drop in prices of common 
stocks. Our unit value, which was $12.63 on February 
28th, 1959, rose to $13.02 on August 31st and subsequently 
dropped to $11.89 on February 29th, 1960. 


RECOMMENDATIONS 


62. I have recommended that the following transfers 
be made from the General Fund: 
(a) $10,000 to the Building Sinking Fund 
(b) $10,000 to the Retirement Allowance Fund 

Finally, the Executive Committee has authorized 
the expenditures necessary to meet educational grants to 
the Divisions. The basis of the grants is $500 per Division 
plus an additional $1.00 per dues-paying members. 


All of which is respectfully submitted. 


G. W. HALPENNY, 
Honorary Treasurer. 











Secretarial Office: 


Revenue: 
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COMPARATIVE STATEMENT OF REVENUE AND EXPENDITURE—GENERAL FUND 
For THE YEAR ENDING DECEMBER 3lst, 1959 anD CONDENSED BuDGET FoR 1959 AND 19 60 


1959 Budget 


i iin ow aaa a hark neh eigihi ang ile aa W's hie Malenaee 
EOE OST CT TE rT 
ee ke ead cece ee eeend esbeeetaeet Cescexaawanes 
ith a eed heehee ein Seek ee ula wae ewahee ea 


Expenditure: 


Administration: 


Audit Fees 
Bad Debts 
Legal Fees 


Nn ee edie bE a eRe VENA EEE ERK eRe EN OD 
British Commonwealth Medical Conference......................2245: 
SE EE ee ee ee 
EE ee re 
alll eva ie rade ainia whens we mee nek 
SE ee ee 
a ee i ale ad 2 eee yee he wai kee eae kw 
EE Re ee eT eee ee ee 
se ile bate eee Ga sataemwenaa nan aak 
NS ES Le en re eer 
osu es cdenceecerenoesseseevsseseeees’s 
Pensions...... 
Postage....... 
ee ol a hehe aaa Phedas seen a eaneaee™ 
a cause siCKS re RRR ORE RAMS RS ebutame kaa sweeguine 
Salaries....... 
i cee e eA ae eH a NS eNenNeeew ays 
ee Ls eos pL abie nha ie RN Re awe Men ee ees 
Ne titc lice ceet ann ths Che eb heen sensi epens 

Aerie i eke ee veheeedut hee ceak eae ieee’ 
EE EOE CTT OP ERT TOC T TTC OR ETT CL ETE COTE 


Travel: 


ee ieee ee ewencaee Rv aranaed 
President and Executive Committee. ...................0002 ec eeee 
a te wig ene eA Wien ew Mime eee 
EE OS Oe RT OTE Te ae 
EE OE eT ere Te ree 
i ee id al ee hile wide weed weleweie 
eet i aa neg Kaba ind wees Ve Neen beeneneN 
is ll ek endheeteNeee dh veseen en’ wenn Kee 
i te cha rade sN ee NAAN RASS Ne Kendeawewae 
Ns i is cake Ce ee NAA ChESEN AKC UAAS EROS 
es a see se ae be we eee éea de knee wae 


er nO II SOO, oon 5.5 xno oic ds win bn ve sitieindecsecivceaeevisines 





$215,000 
14,000 


$229,000 


1,000 


850 





12,625 
20,000 


6,500 


15,000 
375 


5,400 
4,500 
18,200 
25,000 
62,000 
10,000 
4,000 
500 


2,000 


5,000 
34,000 
5,500 
9,000 
4,000 
2,000 
1,000 
3,500 
400 
250 
2,950 


$256,050 


$27,050 
(deficit) 


1959 Actual 


$234,761 
20,327 
2,137 


$257,224 


1,250 
1,003 
2,420 

465 
1,303 
5,710 

14,769 
1,514 
5,219 

15,000 

368 
564 
2,679 
5,689 
1,811 

17,890 

25,654 

61,809 

10,000 
4,000 

500 
5,700 
2,061 


3,875 
33,388 
8,001 
5,331 
4,563 
2,003 
1,980 
6,809 
373 
366 
2,921 


$256,988 


$236 
(surplus) 


1960 Budget 


$230,000 
15,000 


3,000 


$248,000 


1,000 


750 
850 
1,080 
8,901 


16,000 
425 


5,500 
4,500 
18,500 
33,000 
67,520 
10,000 
4,000 
500 


4,000 


5,000 
34,000 
5,500 
9,000 
4,000 
2,000 
2,500 
400 
375 
10,000 


$281,301 


$33,301 
(deficit) 
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PUBLISHING OPERATIONS 
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CANADIAN MEDICAL ASSOCIATION JOURNAL AND CANADIAN JOURNAL OF SURGERY 





1959 Budget 1959 Actual 1960 Budget 
Revenue: 
a ca aie ie ot a es eke e ett $353,500 $410,634 $454,000 
id dea Mes eis hoes KN 525 1,047 775 
lh i SB a i dining arian a hee WS Das owe RWS 3,350 29,666 6,300 
ee ead width hk ne ibdinncsk nese euse eeu aoa 30, 36,382 30,000 
$387,375 $477,729 $491,075 
Expenditure: 
ie Mie ecu h a eds NS Mew ee RAD RMR WERE eS 17,850 11,905 12,700 
a hi id ian a is piwik Dake aK Fw 5,000 5,000 8,901 
i gd ie Siw gi in Wi gu 9ihaliar el 200 331 200 
SESE EOE TOT Ee 1,600 1,650 1,600 
Drawing Account—Managing Editor.......................0 00000 eens 1,000 2,222 2,500 
Ds eee ere New edeaseed beens ewe — 1,494 1,000 
Teen ee ins Rete Wad dew eedeay akon nes 4,550 3,008 2,900 
i a ak a as ewe signa w Aad W Dawe 275 233 350 
Bene, remem ered Timeames.... . . 5... ccc ccc ccc ccc ence evees 8,500 8,395 9,000 
Neen aaa ae ira dike a dinigs ae ne ee see's ee ean’ 1,000 1,050 1,000 
dc add i dela a oye AWA eS oe pCR 1,000 443 1,000 
ae lias glu une ut Ww. wwe ek bm —— 1,866 2,450 
Nee ious il sinig wale) Abe obbs bdond a kB aR 4,225 2,753 3,250 
Nee i Gi a aa lg aa edie ales a Wale Wied baw eS <8 we 3,800 3,044 4,500 
a gs a ial vig eG bras e nial eK Pee denieew ae 1,210 629 950 
Neen ie oe re db dick RE RASC eN wR eweewn ee’ 255,000 269,359 320,000 
eR Sr adil His aa kaa a Midge diene oe aibie'e miele 78,110 73,655 97,500 
i i ieel  o Swig Wl we Waa 1,250 1,482 1,600 
ee kis lie Ped da bb na eR awe wes owen wm 4,000 4,988 4,700 
I Ns isis bes oe be edad bases ceeeweeebas asses 300 273 350 
Te ee ids ca EGS beau hwal a bees sess adee aes 4,000 — 4,000 
$392,870 $393,780 $480,451 
Meees af Bowemue ever Mamemdltares..o.... 5. occ cc ccc cc ccc cece ccncccceces $5,495 $83,949 $10,624 
(deficit) (surplus) (surplus) 
Summary: CaNnaDIAN MEpicaL AssOcIATION JOURNAL CANADIAN JOURNAL OF SURGERY 
1959 Budget 1959 Actual 1960 Budget 1959 Budget 1959 Actual 1960 Budget 
Ne Silat Sie $367,000 $450,759 $466,500 $20,375 $26,970 $24,575 
Expenditure......... 367,985 367,111 455,451 24,885 26,669 25,000 
$985 $83,648 $11,049 $4,510 $301 $425 
(deficit) (surplus) (surplus) (deficit) (surplus) (deficit) 
Statement of Excess of Revenue over Expenditure for the Year 1959: 
ae a a aa ad a a edina eleei ancien $ 236 
el Pia thle ete Rah ease Meee een Seka aWaeees 83,949 
ene 69 
$84,254 
THE CANADIAN MEDICAL ASSOCIATION STATEMENT No. 1 
(Incorporated under the laws of Canada) 
BALANCE SHEET AS AT 3lst DECEMBER 1959 
ASSETS LIABILITIES 
GENERAL FuND ° 
ile ili eae ee ea i Ak le a $311 Revenue received in advance— 
Accounts receivable— Subscriptions 1960-61............. $9,131 
Advertising and, journal Memberships 1960................ 496 
OOD. . oc n ness wkinas $45,956 $9,627 
I ere ahi ate 295 
$46,251 Accounts payable and accrued liabilities......... 7,751 
Provision for doubtful 
accounts.......... 2,000 Canadian Medical Retirement and Savings Plan— 
ee 44,251 RR YS Date Dere Satay in ker yt eee 12,595 
Deposit—Trans-Canada Airlines... . . 425 
eee cost—Schedule ‘A””— Reserve for replacement of building............. 40,000 
ne 
(quoted market value $401,796).. 449,670 Surplus—Statement No. 2................0005- 754,471 
Building Fund 
(quoted market value $36,400)... 39,437 
‘ —_—— — 
EE ee 1,901 
Fixed assets— 
Land—at cost. .........ccceceeee 125,000 
Building—at cost, less amounts 
written off (Note).............. 158,449 
Furniture and equipment—at cost, 
less amounts written off......... 5, ‘ 
288,449 
$824,444 $824,444 
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aE oe ig pate in. ge alia 7,810 
Investments—at cost—Schedule ‘‘A’’. 40,116 Revenue and capital—Statement No. 5......... 47,926 
(quoted market value $34,490) —_—_—— 47,926 
CANCER FuND 
a ea ath ai ah WGhe Waki aibie a i 538 
Investments—at cost—Schedule “A”. 8,976 Revenue and capital—Statement No. 6......... 9,514 
(quoted market value $8,383) ——— 9,514 
RETIREMENT ALLOWANCE FUND 
te Nl a 2,577 
Investments—at cost—Schedule ‘‘A’’. 24,140 Revenue and capital—Statement No. 6......... 26,717 
(quoted market value $22,598) 26,717 
$908,601 $908,601 


NOTE: There are commitments outstanding for building not yet completed amounting 
to $211,393, of which $146,656 is included in these accounts. 


APPENDIX I 


AvupiTors’ REPORT 

We have examined the following financial state- 
ments of The Canadian Medical Association: 

Balance sheet as at 31st December 1959. 

Surplus for the year ended 31st December 1959. 

Revenue and expenditure—General fund for the 
year ended 31st December 1959. 

Revenue and capital—Trust funds for the year 
ended 31st December 1959. 

Revenue and capital—Special funds for the year 
ended 31st December, 1959. 

We have obtained all the information and explana- 
tions we have required. Our examination included a general 
review of the accounting procedures and such tests of 
accounting records and other supporting evidence a we 
considered necessary in the circumstances. 

In our opinion, and according to the best of our 
information and the explanations given to us and as shown 
by the books of The Association, the accompanying financial 
statements are properly drawn up so as to exhibit a true 
and correct view of the state of the affairs of The Association 
as at 3lst December 1959 and the results of its operations 
for the year ended on that date, in accordance with 
. generally accepted accounting principles applied on a basis 
consistent with that of the preceding year. 

McDONALD, CURRIE & CO. 


Chartered Accountants. 
TORONTO, 25th February 1960. 


APPENDIX II 


CANADIAN MEDICAL NON-REGISTERED 
SAVINGS PLAN 

Purpose 

To provide the investment facilities now available 
to registered participants in C.M.R.S8.P. to members of 
the profession who wish to save, on a long term basis, 
monies which are not registered and thus not eligible for 
income tax exemption. This will provide the low adminis- 
trative cost associated with the present operation of our 
Common Stock Fund to be made available to participants 
who wish to contribute more than they are allowed to do 
under present regulations and to other members who do 
not see in the tax-deferred legislative arrangement any 
particular advantage to them because of personal consider- 
ations. 


Eligibility . 
It is proposed that any C.M.A. member, whether or 


not he is a participant in C.M.R.S.P. be eligible to use 
the new fund for investment of his taxable savings. 





Vehicle 


A separate non-registered Trust Agreement would 
be drawn up between the C.M.A. and the Royal Trust 
Company. Participants would complete an application 
card which would give authority to the C.M.A. and the 
Royal Trust Co. to co-mingle and invest their savings. 
While separate, the new arrangement would be an integral 
part of the C.M.R.S.P. account which would then be 
divided into units which were registered for tax purposes 
and units which were not so registered. Each unit would 
have the same monetary value. 


Collection Machinery 


In order to differentiate in the minds of our 
members between the two funds, it is recommended that 
accounts for participants be set up in the main office of the 
Royal Trust Co. in each province. Participants would then 
remit directly to the Royal Trust Co. on a provincial basis 
and the funds so contributed would be transferred by trust 
company channels completely separate from contributions 
to the registered C.M.R.S.P. 


Regulations for Contributions and Withdrawals 


There would be no minimal annual contribution. 
Contributions could be deposited in the special Royal 
Trust Co. accounts at any time but would only be trans- 
ferred to Toronto four times each year so that receipt of the 
funds would correspond with the quarterly valuation dates 
of the Common Stock Fund of C.M.R.8S.P. Contributions 
would purchase units at the rate established by the valua- 
tion of the assets of the Fund on each of the four quarterly 
valuation dates. Units held by participants could be 
liquidated on any one of these four valuation dates upon 
written notice of intent to liquidate at least 30 days prior 
to such valuation date. 


Dividends 


Because other considerations require that such a 
fund be an integral part of the C.M.R.S.P., dividends can- 
not be paid out to participants but must be retained and 
re-invested. Thus, each year participants would be notified 
as to the amount of taxable income represented by divi- 
dends declared on units held. The participants would have 
to declare these monies for tax purposes (less the 20% 
dividend tax credit). The participant would, however, not 
receive the amount of this dividend in cash. 


Administrative Responsibility of The Association 


The responsibility of The Association office would 
be much the same as now exists for registered members. 
We would receive applications, maintain files and mail 
routine and yearly notices. We would also enter into neces- 
sary correspondence. 








Canad. 


M, A. Zz. 
Sept. 3, 1960, vol. 83 





Cost to Participant 


The total cost to the participant would be the same 
as that charged to the Common Stock Fund now in 
existence—1/2% yearly of the current value of the Fund. 
There would be no additional charges made at the time of 
application or subsequently. ' 


Cost to The Association 


Out of the income of 1/2% annually, The Associa- 
tion would have to pay the investment charges of The 
Royal Trust Co. and certain administrative expenses 
incurred by the Trust Co. These would be higher than now 
charged for the Retirement Savings Plan participants as the 
administrative function of the Royal Trust Co. would be 
more complicated. However, they could be paid out of the 
one-half of one per cent and still leave a sufficient income to 
The Association to pay its administrative expenses as- 
sociated with this new fund. 


Problems Considered by the Trusteeship Committee 


It may be suggested by some members and some 
outside organizations that we have no business to present 
such a fund for our members as arrangements now exist 
for more flexible operations than we are able to provide. 
The Trusteeship Committee considered that such a fund 
was in many ways supplementary to the existing fund. It 
was considered that we should undertake such an arrange- 
ment in order to pass on to our members the benefits 
associated with our lower administrative and investment 
costs. 


It is possible that some doctors may become con- 
fused by the existence of the two separate funds. The 
Committee considered that the two could be segregated 
quite completely by using a different vehicle for the 
acceptance and transfer of:deposits. In addition, the litera- 
ture explaining the two funds could point out the very 
basic differences in form and function. 


Some problems may arise because we are unable to 
pay out dividends in cash. This complication arises because 
the two funds must be treated in exactly the same way, if 
we are to establish and maintain a common unit value. As 
we do not pay dividends out of our registered fund, we 
would be unable to pay dividends out of the non-registered 
fund. The Committee considered that this should not be 
too great a liability. Many mutual funds do not pay out 
dividends but automatically re-invest them. Other mutual 
funds have an optional arrangement but even in this 
instance it is usual for pressure to be put on the participant 
to leave his dividends in the fund yet pay taxes on the 
dividend income so accruing. 


Recommendation to the Executive Committee 


The Trusteeship Committee recommends to the 
Executive Committee that in order to improve the retire- 
ment position of members of the profession, that a com- 
panion non-registered retirement fund be established. 


Moved by Dr. P. J. Maloney, 
seconded by Dr. J. B. Lunam, 


that the President be granted an honorarium of $5,000 
a year plus expenses and that members of the Exec- 
utive Committee be granted an honorarium of $100 a 
day when attending meetings of this Committee. 


Moved by Dr. N. H. Gosse, 
seconded by Dr. G. W. Halpenny, 


that this resolution be referred to the Executave Com- 
mittee for their cmsideration. 


Carried 
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Moved by Dr. G. W. Halpenny, 
seconded by Dr. E. K. Lyon, 


that Sections 59 and 60 and Appendix I be adopted- 
Carried 


Dr. Halpenny outlined for the members of the General 
Council the background of the request from the Saskatchewan 
Division for money. At the last meeting of the Executive 
Committee, Dr. E. R. Stewardson showed the Executive a 
budget and accordingly the Executive Committee went on 
record as pledging financial support to the Saskatchewan 
Division as follows: 

(1) The C.M.A. will pay the deficit standing against the 
Saskatchewan Division in accounts outstanding to 
June 30, 1960, of approximately $35,000. 

(2) The C.M.A. will budget for an expenditure of $44,000 to 
the Saskatchewan Division between July 1, 1960 and 
December 31, 1960, half of this amount to be paid before 
September and the other half after September 1st. 

(3) A sum of $20,000 will be added to the budget of the De- 
partment of Medical Economics to be spent as deemed 
necessary in the preparation of information briefs, 
prepared in consultation with the Saskatchewan Division. 


Moved by Dr. G. W. Halpenny, 
seconaled by Dr. J. A. McMillan, 


that this action of the Executive Committee be approved. 
Carried 


Dr. E. R. Stewardson said that the Saskatchewan 
Division appreciates this generous gesture on the part of the 
C.M.A., and he assured the members of General Council that 
the Saskatchewan Division will endeavour to use these funds 
wisely and well. 


Dr. E. R. Stewardson addressed the members of 
General Council as follows: 


Mr. Chairman and Members of the General Council: 


During the past few days certain news reports have 
been widespread in our newspapers, on television and on 
radio, which statements have caused and still are causing the 
Saskatchewan doctors much embarrassment and appre- 
hension and we feel that consultation with the Division should 
have been obtained prior to any news release. However, our 
Division has been assured and is satisfied that the incriminat- 
ing statements, specifically, and I quote, ‘that the profession 
will drop its opposition to the proposed medical plan for 
Saskatchewan” was definitely not a part of the interview and 
was erroneously reported by the news media. 


With this assurance, Saskatchewan feels that we con- 
tinue to have the support of The Canadian Medical Associa- 
tion and we hope that a clear stgtement of opposition to State 
Medicine will be forthcoming from this body either today or 
tomorrow. 

I have therefore pleasure in bringing to you Saskatch- 
ewan’s opinion. 


Dr. E. W. Barootes said that the budget which has 
been struck is a projection to 1961. He said that it is almost 
impossible to say just what the costs will be. Dr. Barootes said 
that the new statement of policy which has been enunciated 
by this General Council is one which the Saskatchewan 
Division expects to be able to live by and adhere to, as well as 
any other Division of the C.M.A. Dr. Barootes also expressed 
the appreciation of the Saskatchewan Division for the 
voluntary support which has been forthcoming from several of 
the Divisions of the C.M.A. He said that this support was not 
solicited, but was deeply appreciated. 
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Dr. Barootes suggested that the C.M.A. should be 
able to help the Divisions when a situation such as this arises. 
There should be men and funds available to meet the require- 
ments. 


Moved by Dr. G. W. Halpenny, 
seconded by Dr. Lorne Whitaker, 


that Section 61 be adopted. 
Carried 
Moved by Dr. G. W. Halpenny, 
seconded by Dr. T. J. Quintin, 


that Appendix II and recommendation be adopted. 
Carried 
Moved by Dr. G. W. Halpenny, 
seconded by Dr. B. S. W. Brown, 


that the Report of the Honorary Treasurer be 
adopted, including its recommendations and ap- 
pendices. 
Carried 
Moved by Dr. E. K. Lyon, 
seconded by Dr. R. W. Richardson, 


that this General Council express its appreciation to 
Dr. G. W. Halpenny for the excellent contribution he 
has made to the C.M.A., as Honorary Treasurer for 
the past few years. 
Carried 
Moved by Dr. T. J. Quintin, 
seconded by Dr. N. J. Belliveau, 


that the General Council express appreciation to the 
Trusteeship Committee, Dr. T. Tweed Samis and 
Dr. E. W. Mitchell and their Divisional representa- 
tives, for the careful consideration they have given to 
the affairs of this Association which have been en- 
trusted to them. 
Carried 
Moved by Dr. M. A. R. Young, 
seconded by Dr. Glenn Sawyer, 
that Section 40 of the Report of the Executive Com- 
mittee be adopted. 
Carried 





REPORT OF THE ACTING EDITOR 


Mr. Chairman and Members of the General Council: 


63. A two-month interim report by an Acting Editor 
will necessarily be short. In February 1960, Dr. Stanley 
Gilder left to take up his new work in Europe, and I was 
asked to supervise the editorial work until a permanent 
editor was appointed. I found it possible to act for two 
months only, as I had other commitments. As you know, 
we have been fortunate in obtaining the services of Dr. 
Donald C. Graham, who will assume full charge on July 
1, 1960. 

I think that I should transmit to you some of the 
points mentioned by Dr. Gilder in his last quarterly report 
to the Executive Committee with some minor comments 
of my own. 

The chief feature of the editorial year has been the 
transition to weekly publication. This was achieved with a 
smoothness which disguised what I know to have been 
much hard work, and I have found the machinery to be 
functioning well. The supply of papers is satisfactory, but 
we should have greater numbers of case reports, and I 
have already appealed for more of these. More medico- 
historical material also would be welcome. 

Even with these, however, a steady volume of 
material has to be produced by the staff itself; editorials, 





Canad. M. A. J. 
Sept. 3, 1960, vol. 83 


and editorial comments, and news and notes. All these 
involve an amount of work which is not so much difficult 
as it is continuously demanding. Editorials require very 
careful preparation, and the large quantity of miscel- 
laneous material needed to fill in the inter-advertising 
lacune must be gathered by digesting the contents of 
scores of journals. 

This continuous pressure is a significant feature of 
the weekly publication. If I may make the observation, 
I feel that while our present staff is meeting the demands 
on it satisfactorily, there seems to be too small a margin of 
safety for taking care of eventualities such as illness, 
holidays, or other interferences with the work. Replacement 
of those trained in medical editing is notoriously difficult. 

My point is emphasized in Dr. Gilder’s reference to 


.+ the editor’s attendance at meetings of other organizations. 


He realized that there was great value in this form of 
liaison, but felt that it imposed a heavy burden on the 
editor and so indirectly on his staff. Although he himself 
was able to carry on this work as well as his ordinary 
editorial duties, it was at the cost of incessant labour and 
was only possible because of his very unusual abilities. 

I know that our new editor will receive the fullest 
collaboration from the Journal staff and the secretariat, 
and I should like to extend to him my warmest wishes for 
a long and successful tenure of office. 

I must admit that I would not have undertaken 
this work if I had been quite free of the editorial infection, 
which is so hard to eradicate, but neither could I have 
done it without receiving such disarming proof of con- 
fidence in my fitness for the work; nor, above all without 
the kindliness with which I have been greeted. 

All of which is respectfully submitted. 

H. E. MacDERMOT, 
Acting Editor. 
Executive Committee Comment: 

Authority has been granted to the Editor to 

augment his staff as demands warrant. 


Moved by Dr. W. W. Baldwin, 
seconded by Dr. R. Lemieux, 


that the Report of the Acting Editor be adopted. 
Carried 


The General Council expressed their appreciation that 
Dr. H. E. MacDermot had seen fit to leave his busy retirement 
in order to fill the Editorial Chair for a period of two months. 


REPORT OF THE MANAGING 
EDITOR 


Mr Chairman and Members of the General Council: 

64. Your Journal had an operating profit in 1959 of 
$83,648.00, as shown in the following comparative state- 
ment :— 


1958 1959 
Pages of Advertising.............. 1,734 1,851 
TT TC TTT ETE 2,117 2,164 
POUMMONS PHRGOG . .... oo cccicccceses 389,351 419,898 
Advertising Revenue.............. 372,948 395,820 
ED oc oi nccans ecw ews 22,266 35,744 
EIN. i wccvacavcctssens 226,721 235,962 
ER che ribcneredese Ke 88,133 100,644 
ie canna & bh mle aie 69,988 83,648 


During its five years of semi-monthly publication 
(1955-1959) the net profit was $270,505.00. 

As authorized by the General Council, the weekly 
Journal started publication on January 2, 1960, and has 
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been issued every Saturday since that date. Thanks to the 
outstanding teamwork of the staff and the careful ground- 
work which was carried out for many months prior to 
publication, the unending seven-day deadlines are being 
met on time regularly. 


Here follows a statement for the first three months 
of 1960 compared with the same period in 1959:— 


1959 1960 
Pages of Advertising.............. 473 574 
IR, 6 on ccc nssccccsces 515 743 
Journals Printed................. 102,665 232,383 
Advertising Revenue............. 101,237 134,914 
OGher Revemwe.... 6. ccc ctcce 22,731 25,247 
MEINE, once vcccccernces 59,113 86,139 
NS ci iis on alnn eed eans 30,103 42,003 
Be ai end aiid ous 33,752 32,019 


It will be observed that the weekly Journal is not 
only paying its way but is showing a profit. It would be 
unrealistic, however, to regard this short period as more 
than an indication of what is hopefully anticipated for 
the year’s operation. 


65. The Canadian Journal of Surgery in its second year 
showed a profit of $984.00. It now has 1,014 subscribers, a 
gain of 73 over the previous year. 


The splendid spirit of co-operation which is en- 
joyed with printers, advertisers and all others with whom 
we have business relations contributes in no small measure 
to the success of your publications. 


All of which is respectfully submitted. 


T. C. ROUTLEY, 
Managing Editor. 


Presenting this report for the Managing Editor, the 
General Secretary said that Dr. Routley would again stress 
the need for caution. Embarking on a weekly publication is a 
hazardous undertaking, from many viewpoints, including the 
financial, and experience is too limited to predict that our 
current venture will be a profitable one. 


Dr. G. W. Halpenny, Honorary Treasurer, said that 
nearly all of the money whieh has been spent this year, has 
come from advertising in the Journal. The profits derived 
from the Journal are in no small measure due to the untiring 
efforts of the Managing Editor, Dr. Routley, and to his ability 
to work well with our printer. 


Moved by Dr. M. A. R. Young, 
seconded by Dr. EXK. Lyon, 


that the Report of the Managing Editor be adopted and 
that this General Council express its appreciation to 
Dr. T. C. Routley for his untiring efforts on behalf of 
The Canadian Medical Association. 

Carried 


Dr. Kelly reported to the members of General Council 
the bereavement which Dr. and Mrs. Routley have suffered in 
the loss of their only son, Dr. Eric Routley. 


Moved by Dr. N. H. Gosse, 
seconded by Dr. R. Lemieuz, 


that this General Council express its very sincere 
sympathy to Dr. T. C. Routley in this grievous time 
of bereavement and that the General Secretary be 
authorized to send a telegram of sympathy to Dr. 
Routley. 


Carried unanimously 
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REPORT OF THE COMMITTEE 
ON MATERNAL WELFARE 


Mr. Chairman and Members of the General Council: 


66. This past year has been again a very good year 
from our point of view. Much has been accomplished in 
each province; some more than others, but we are happy 
to say that the lessons learned in the past are being put 
to excellent use throughout the country. 

A summary of the reports received is given. As in 
previous years, the deadline for our annual report comes a 
little early for all provinces to have their full year’s work 
surveyed. This is unavoidable and is in no way a reflection 
on the work of the individual committee members con- 
cerned. Wherever possible additional reports received will 
be added up to the time of the Annual Meeting. 


NEWFOUNDLAND: No report to date. 
PRINCE EDWARD ISLAND: no report to date. 


67. NOVA SCOTIA: Dr. Tompkins has submitted a 
beautifully detailed survey of the work done by his 
Committee in the past year; with a few cases still to be 
recorded. In order to get the full measure of use out of 
their work, which includes perinatal mortality as well as 
maternal mortality, assessment of preventability, factors 
of preventability have been gone into as well as classifi- 
cation of death. Dr. Tompkins writes in his covering letter: 

“The Maternal and Child Welfare Committee has 
involved itself, primarily, with the maternal mortality 
study and the perinatal mortality study. From the report 
you can see that a great deal of effort has been put into 
this program in the past year. 

“Fourteen meetings of this Committee were held 
throughout the year and the results recorded as in this 
report. Interesting observations from this report: The 
eight maternal deaths that did occur were all ‘practically’ 
preventable. Also the low autopsy rate on our stillbirths 
and neonatals, this being only 28%. The 28% autopsy 
rate in the maternal deaths is encouraging. Numerous 
preventable factors have been picked up in the stillbirth 
and neonatal study and the hospitals involved have been 
circularized with, we hope, improved newborn care. 

“The second factor that we have been concerned 
with is the establishment of an Obstetrical Emergency 
Team. We are pleased to announce that, as of April 1, 
1960, this team will be available to any doctor in Nova 
Scotia. In an emergency any doctor can request the services 
of this team, who will go to the area involved, taking with 
them adequate blood replacement and other necessary 
agents and will assist the doctor in any form that appears 
necessary. We feel that this team is a very progressive 
step in obstetrical care in Nova Scotia. 

“As to the future, we are going to recommend this 
year, that all hospitals in the Province of Nova Scotia 
organize their own perinatal mortality committees and 
that these hospitals will review, monthly, their stillbirths 
and neonatal deaths along the same lines that the Parent 
Committee is doing and will forward their results to this 
Committee for further study. It is hoped that by 1961 or 
1962 we will have a 100% study in this region.” 


68. NEW BRUNSWICK: Dr. Foster writes that his 
Committee has been hampered in the past by incomplete 
reporting to his Committee of all the maternal deaths 
occuring in the Province. This difficulty had, during the 
past year been largely overcome. However, the arrange- 
ments for the future investigation of each death with the 
cooperation of the attending physician are not yet com- 
pleted to the satisfaction of all concerned. Where consul- 
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tation and assessment have been possible, Dr. Foster be- 
lieves that the figures are reasonably good. A round table 
discussion on the maternal death committee’s work is 
being put on during the spring clinical sessions in Saint 
John. During this meeting the New Brunswick Committee 
hope to make practitioners more aware of the necessity 
of an active Committee on Maternal Welfare. 


69. QUEBEC: A copy of the provincial committee’s 
report to the May meeting is given here as a summary of 
this year’s work. During the past year it has been possible 
to obtain figures for the years 1957, 1958 and 1959. These 
have been card indexed. A full report is to be published in 
the near future with the full approval of the Quebec 
Division of the C.M.A. 

In their preliminary quarterly reports to the Divi- 
sional Executive several points were highlighted. The 
decision to ask for yet another body to be set up is because 
in Quebec the C.M.A. is not ipso facto The College of 
Physicians and Surgeons of the Province and has no 
executive powers. It is felt that the published report will 
be sufficiently revealing so that the need for such a body, 
as mentioned in the report, will be self evident. 


“REPORT OF THE MATERNAL MORTALITY 
COMMITTEE — QUEBEC DIVISION — 
FOR THE YEAR 1959 


70. “During the past year our Committee has been 
fortunate in having the cooperation of the Provincial 
Demographer, Dr. Parrot. We now have accurate maternal 
mortality statistics for the years 1957, 1958 and 1959— 
the latter year being only recently completed. 

“It is to be noted that the total of 107 maternal 
deaths for 1959 is an increase over the 95 such deaths in 
1958, although a slight improvement over 1957 when we 
had 114 deaths. A survey of the figures has been made and 
when finally brought up-to-date will be published, together 
with the recommendations of your Committee. Without a 
doubt, the figures for Quebec are the worst in any province 
from Halifax to Victoria. : 

“Tt would be premature at this time to make specific 
recommendations, although it was already quite obvious 
that some organization in the Province must undertake an 
extensive long-term educational program of both the public 
and medical practitioners. Again, it is also obvious that 
needless lives have been lost not because of the lack of 
facilities, but because not sufficient use has been made of 
consultations and early and adequate blood transfusions 
where required and the routine use of outmoded obstetrical 
procedures, which, over the last fifty years have been 
proven to be dangerous, is still too prevalent in our 
Province. 

“It is suggested that some organization or com- 
mittee be set up in the Province taking in representatives 
from the larger medical societies and both local and 
Provincial Government officials. This organization would 
have to possess executive powers so that its recommen- 
dations could be implemented. This body would be charged 
with the responsibility of reducing our maternal death 
rate in the Province.” 


71. The ONTARIO report is given in full because it is 
a model of what can be done: 


“As a result of plans initiated in 1958 the Province 
of Ontario has been divided into eight districts for the 





study of maternal welfare. Each district has a study 





Canad. M. A. J. 
Sept. 3, 1960, vol. 83 


committee, whose chairman acts as a consultant to the 
Ontario Department of Health. The chairman of each local 
study group appoints one or more reviewing officers. 


“The reviewing officer, whose expenses are paid 
by the Ontario Government and by the Ontario Medical 
Association, visits the hospitals and doctors concerned 
and personally obtains the information regarding the 
case being studied. The facts are then reviewed by the 
local study group, the deaths classified and the factors of 
preventability assessed. The classification follows the 
principles obtained in the Guide to Maternal Death 
Studies recommended by the Committee of Maternal and 
Child Care of the American Medical Association. Twice 
each year a general meeting is held in Toronto, at which 


representatives from all the districts are present, anp 
matters of policy and problem cases are discussed. 


“Information on maternal deaths and death certi- 
ficates are made available by the Maternal and Child 
Hygiene Division of the Ontario Department of Health and 
by the Statistical Division of the Attorney General’s 
Department. The Ontario Government also cooperates 
financially and with secretarial assistance. 


“There were 92 deaths in Ontario in 1958 which were 
personally investigated and then reviewed by the local 
study groups. Five of these were found not to be maternal 
deaths. 


“One hundred and eight deaths that occurred in 
1959 are being investigated but the statistics on these are 
not yet available. 


“There were 152,637 births in Ontario in 1958 and 
the maternal mortality rate was 5 per 10,000 living births. 


“By consulting the table for 1958 it can be seen that 
roughly three-quarters of all maternal deaths were due to 
direct obstetrical causes, and 90% of these were considered 
preventable: 70% of these preventable deaths were 
considered to be the responsibility of physician controlled 
factors. Thus although the maternal mortality rate for 
Ontario compares favourably with that of other provinces 
and other countries, there still remains much room for 
improvement. 


“As a result of these studies, several papers have 
been presented to the medical profession and others are 
being prepared for publication. These findings are also 
being used for teaching purposes throughout the Province. 
Interesting and instructive case histories are published 
regularly in the Ontario Medical Review. 


“Tt is our feeling that this Committee is providing 
a very important service by making the medical profession 
throughout the Province more aware of the importance of 
proper maternal care, and by educating the public to seek 
early and regular medical attention during pregnancy, 
and to avoid criminal abortion. 


“Tt is hoped that as the Committee continues to 
function there will result a definite improvement to the 
maternal mortality figures and a decrease in the number of 
preventable deaths, similar to the dramatic decrease in 
the Toronto area within a few years after the local com- 
mittee became active.” 


7\A. Dr. A. C. McInnis reports from MANITOBA as 
follows: 


“The Committee held one meeting at which all 
deaths were reviewed. This meeting was attended by the 
Professor of Obstetrics, University of Manitoba, the 
Chairman of the Department of Obstetrics of three 
Winnipeg hospitals, committee members from The Pas 
and Brandon and three Winnipeg pathologists.” 
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“There were fourteen maternal deaths in Manitoba 
in 1959 the death rate per 1000 live births being 0.6. This 
compares with previous years as follows: 


1955 1956 1957 1958 1959 
0.7 0.3 0.4 0.6 0.6 


“A review of the maternal deaths in Manitoba in 
1959 revealed the following point: 

Although there has been a great improvement in 
the information provided in these cases, it is still in a 
number of instances inadequate for review by this Com- 
mittee. Certain steps will be taken to improve this. It is 
hoped that we may be able to provide a pathologist to be 
sent to smaller centres to perform post mortem examina- 
tions and to obtain further information. A change in the 
present maternal mortality form is being considered. 

There were five deaths due to hemorrhage. The 
difficulties of having blood transfusion available in a short 
time in any but ie large city hospitals appear almost 
insurmountable. 

It has been recommended that the terms of reference 
of this Committee be expanded. As well as statistical re- 
porting and analysis the Committee might be more active 
in investigation of these cases and eventually could serve 
as a source of expert advice when these difficult problems 
arise. 


72. SASKATCHEWAN: Dr. MacPherson’s Committee 
has already completed their figures for 1959. As we know, 
this Province has for some time had a very good mechanism 
for recording and reviewing the deaths. Their published 
results are considerable and their education program, 
together with the facilities provided in the Province for 
the aid of the obstetrician deserves to be copied extensively. 
Their figures are given as presented: 


“Preventability was assigned if possible and is as 
follows: 


ERI nee eee aan tree 12 
GREER Peer ene 2 
AR ag as 5 
a a 3 
“Responsibility : 

Ss ee a tL 5 
i ctu iat ee pad 3 
Patient & Physician. nee, 


73. Dr. Horner of the ALBERTA Division reports 
through Dr. Gwyn Thomas that the Province has had 
fifteen deaths in 1959, but that at the time of writing, it 
had not been possible to correlate all the data and a final 
report will be submitted later. 


74. BRITISH COLUMBIA: It is hoped to include 
a late report from Dr. Hobbs before the Annual Meeting. 


75. In general it is evident that a well conducted 
maternal welfare program on a provincial basis pays good 
dividends with benefit to our profession as well as in the 
saving of lives and the prevention of much human un- 
happiness. , 


76. Although not specifically touched in any of these 
reports it is our impression that the incidence of attempted 
abortion is rising. There may be many factors involved 
including the economic one or simply that the public are 
not as keen on having as large families as they did in the 
immediate post-war era. Your Committee hopes by means 
of a questionnaire to get some data on the problem in the 
next year. 
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77. For the first time it may be possible for the cor- 
responding members to meet at Banff. Such a meeting 
leading to the exchange of news and the airing of problems 
would be of considerable benefit to all concerned. 

Finally, once more it is my pleasure to acknowledge 
the debt we owe to our colleagues for their work on our 
behalf. 

All of which is respectfully submitted. 


THOMAS PRIMROSE, 
Chairman. 
Personnel of the Committee: 
Nucleus: 
Dr. Thomas Primrose, Montreal! (Chairman) 
Dr. Michael J. Berard, Montreal 
Dr. Percy H. Roberts, Montreal 
Dr. George J. Strean, Montreal 
Dr. Frederick J. Tweedie, Montreal 


Divisional Representatives: 
Dr. F. 8. Hobbs, Vancouver 
Dr. G. S. Thomas, Calgary 
Dr. R. H. MacPherson, Saskatoon 
Dr. A. C. McInnis, Winnipeg 
Dr. L. J. Harris, Toronto 
Dr. T. A. Foster, Saint John 
Dr. M. G. Tompkins, Jr., Halifax 
Dr. J. K. L. Irwin, Charlottetown 
Dr. Craig Loveys, St. John’s 


Moved by Dr. H. S. Morton, 
seconded by Dr. C. W. Burns, 


that the Report of the Committee on Maternal Welfare 
be adopted, 
Carried 


Dr. C. D. Kean said that the Newfoundland Division 
regrets that no report was submitted from that Division. He 
said that a very real interest is being taken in maternal welfare 
in Newfoundland since Newfoundland has the highest birth 
rate in the country. 


Moved by Dr. F. A. Dunsworth, 
seconded by Dr. D. Archibald, 


that in view of the importance of the programs of 
maternal and child health and the necessity for close 
collaboration of practising physicians in _ special 
studies on the causes of maternal and infant deaths, 
the C.M.A. recommends that the Divisions seek advice 
from their Committees on Public Relations in order to 
ensure that any public announcements or reports do 
not jeopardize the valuable work in those fields. 
Carried 


Moved by Dr. L. C. Grisdale, 
seconded by Dr. W. A. Cochrane, 


WHEREAS The Canadian Medical Association is 
pledged to “assist in the promotion of measures de- 
signed to improve standards of hospital and medical 
services” and 

WHEREAS Canada’s present record in the field of 
child health is acceptable, there is room for improve- 
ment as exemplified by the Canadian infant mortality 
rate being 12th in the order of nations and, 
WHEREAS the value of established Divisional pro- 
grams for the study of infant mortality occurring in 
the perinatal period is becoming increasingly ap- 
preciated and, 

WHEREAS there has been no concerted effort on the 
part of The Canadian Medical Association to pro- 
mote interest and coordinate effort in the field of child 
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health comparable to that of the Committee on Maternal 
Welfare, 
BE IT THEREFORE RESOLVED that The 
Canadian Medical Association establish a Committee 
on Child Health to promote, assist and coordinate 
Divisional activity in this field. 

Carried unanimously 


It was agreed that this will be referred to the incoming 
Executive Committee for the necessary action. 


Dr. Brock Armstrong, the representative from the 
Canadian Pediatric Society, said that the Canadian Pedia- 
tric Society would heartily endorse this suggestion. 


REPORT OF THE COMMITTEE 
ON PUBLIC HEALTH 


Mr. Chairman and Members of the General Council: 


78. The Nucleus Committee on Public Health has met 
on two occasions during the year and has kept its corres- 
ponding members informed of its discussions and decisions 
whenever this has been considered necessary. The Com- 
mittee practically assured itself of a second term of office by 
including in its 1959 report a suggestion that it ‘seek 
further advice and information (about physical fitness) 
and make later recommendations as to how organized 
medicine in Canada might make its proper contribution 
to this subject.” 

Before proceeding with our most important raison 
d’etre, there are several other matters which the Com- 
mittee would like to present to Council. 


Poliomyelitis Vaccination: 


79. In the interests of widespread protection of the 
adult population, the Committee would urge that the 
private practitioner impress upon his patients the advant- 
ages of inoculation against poliomyelitis, that Medical 
Officers of Health, through their local Boards of Health, 
institute public clinics for adult inoculation where these 
are considered expedient, and that industrial physicians 
consider the inoculation .of factory workers under their 
care. The use of the combined antigens of poliomyelitis 
vaccine and tetanus toxoid is recommended when inoculat- 
ing adults. 


Dr. R. H. McCreary expressed concern regarding the 
encroachments into the private practice of medicine by public 
health and industrial medicine. 


Moved by Dr. R. H. McCreary, 
seconded by Dr. O. F. Beamish, 


that in Section 79 the word “private” in the third line 
and the words starting with “that” in the fourth line 
to the end of the sentence be deleted. 


Not carried 
Moved by Dr. L. C. Grisdale, 
seconded by Dr. W. S. Anderson, 


that Section 79 be amended by adding the words “‘by 
the local medical society” after the word “‘expedient’’. 
Not carried 


Dr. D. MacD. Archibald said that in his area in 
Nova Scotia, they have conducted clinics for school children, 
with the agreement of the local medical society. These clinics 
covered school children and pre-school children and the charge 
was 50c a shot for each child. In the past year or two, adults 
have been inoculated at these clinics, as well. 
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Moved by Dr. G. E. Duff Wilson, 
seconded by Dr. T. Primrose, 


that Sections 78 and 79 be adopted. 


Carried 


Cigarettes and Cancer of the Lung: 


80. The original work and publications on this subject 
by members of the Department of Preventive Medicine, Dal- 
housie University, were presented to the Committee by its 
Nova Scotia member, with the suggestion that definite rec- 
ommendations be forwarded to Council. The Committee, in 
addition, sought information and advice from several 
other authoritative sources, especially in the field of Vital 
Statistics and Biometrics. It is generally agreed that certain 
changes in the bronchial epithelium are demonstrable in 


*‘ heavy smokers, that tobacco tar contains a carcinogen, 


that there appears to be an increase in deaths from cancer 
of the lung and also that there is an increase in cigarette 
smoking. All these generally accepted findings point to a 
relationship between cancer of the lung and cigarette 
smoking. There are, however, other factors which have 
not been fully explained, e.g. the difference in incidence in 
urban and rural population and the preponderance of the 
incidence in males. Furthermore, it is likely that other 
carcinogens exist in the atmosphere we breathe. There 
also is the impression throughout the medical profession, 
though as yet poorly documented, that a relationship 
exists between tobacco smoking and bronchitis, bronchiec- 
tasis, emphysema, and coronary disease. The Committee 
is very skeptical of the ability of the medical profession to 
alter such an entrenched habit but feels that it is the duty 
of doctors to point out to their patients that these close 
relationships exist, in the hope that moderation in the use 
of tobacco will result. This seems to be especially pertinent 
when advising young people who often take up the habit 
of smoking without being fully aware of possible conse- 
quences. 


Speaking to this section, Dr. C. B. Stewart suggested 
that next year’s Committee on Public Health might give some 
consideration to the advisability of bringing to the attention 
of the profession and the population the fact that there is a 
very real health problem in this area and a suggestion might 
be made to health agencies that they study ways and means of 
dealing with this problem. 


Moved by Dr. T. J. Quintin, 
seconded by Dr. C. B. Stewart, 


that the Report of the Committee on Public Health be 
amended in that the contents of Section 80 be referred to 
the incoming Committee on Public Health to study and 
bring in a recommendation with regard to an educa- 
tional campaign that may be necessary with regard to 
cigarettes and lung cancer. 


Carried 
Moved by Dr. Glenn Sawyer, 
seconded by Dr. A. F. VanWart, 
that Section 80 be adopted, as amended. 
Carried 


Mouth-to-Mouth Resuscitation 


81. In view of the confusion which seems to exist in the 
minds of the laity with reference to the various methods of 
resuscitation, it was thought that some statement on this 
latest method should be presented to Council. Amongst 
those people and organizations which have most to do with 
the teaching of First Aid, the battle lines for and against 
mouth-to-mouth resuscitation seem to be firmly drawn. 
On the one side are the proponents who point out that the 
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pulmonary ventilation achieved by this technique is 
two to three times greater than that obtained by other 
methods, and that this method is simple and readily 
available. The technique was originally developed by the 
U.S. Army and has been endorsed by the American Red 
Cross. Films produced by the American Society of Anzs- 
thesiologists and by the University of Saskatchewan and 
demonstrating the method, are now being widely circulated 
amongst lay groups. While the American Medical Asso- 
ciation has not yet commented officially on the method, 
its Council on Medical Physics has published a symposium 
in the J.A.M.A., all the articles of which are favourable. 
Several contributions to our own Journal have been made 
over the past few years and you are directed to an editorial 
comment on the subject in Vol. 79 - 4 - P. 277. 

Opposed to these authorities are those who empha- 
size the difficulty in teaching this method and the re- 
luctance of the rescuer to come into contact with the lips 
of a moribund person. The possibility of cross infection is 
also stated. The case for this opposition is well presented 
in a recent letter to the C.M.A.J. (Vol. 82 - 8 - P. 442). 

The Committee admits that there may be esthetic 
reasons for finding the teaching and operation of the 
mouth-to-mouth (mouth-to-airway, inspired air) technique 
difficult, but it is of the opinion that this method offers the 
most efficient and readily available method of resuscitation. 
The Committee feels that the method should be widely 
taught and demonstrated and that First Aid operators 
should be urged to accept and try it as first choice in an 
emergency. There are several simple “airway” apparatus 
on the market and it is further suggested that these be 
available to doctors, ambulance workers, firefighters, 
policemen, the armed forces and in large factories, recrea- 
tion centres, summer camps and swimming pools. 

Adopted 


Dr. Kelly summarized a letter which he had received 
from Dr. D. K. Grant, Chairman of our Committee on Oc- 
cupational Medicine, in which Dr. Grant requested that his 
views be made known to the General Council with regard to 
mouth-to-mouth resuscitation. In Dr. Grant’s opinion, it 
would be unwise for the C.M.A. to take such a definite stand 
with regard to this method as advocated by the Committee on 
Public Health. Dr. Grant feels that this method has not yet 
been proven to be the best or most efficient method of artificial 
respiration. 

Dr. Grant also cautioned against endorsing various 
airways which are now available on the market. 


Physical Fitness 


82. The Comniittee has been most concerned with this 
particular subject over the past year. The 1959 Presidential 
address sharpened the challenge which had already been 
accepted by the Committee in its 1959 report. His Royal 
Highness, in the course of his speech, asked, “Is the medical 
profession content only to fight disease and disability and 
accept the negative definition of health as someone who 
is not actually ill? Or is it also going to take notice of the 
state of sub-health which exists?”’ Does this state of sub- 
health exist? Are Canadians not as fit as they might be? 
In an effort to arrive at some conclusions, the Com- 
mittee has consulted with physiologists, physical educa- 
tionists, deputy ministers and heads of divisions in the 
Department of National Health and Welfare, as well as 
many individual physicians interested in athletics and 
physical fitness. What follows is a brief compendium of 
conversations, communications and references which have 
entered into our discussions. 
Adopted 
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1. Definition of Physical Fitness: 


83. So far the term has escaped satisfactory definition. 
Physiological fitness appears to be based on superior 
performances by trained athletes, usually of prolonged 
effort, in which endurance is the most marked feature. 
This visualizes a reserve of physical resources which is 
available on occasions which are over and beyond the 
demands of ordinary living. Research in physiology has 
attempted to determine the upper level of man’s physical 
capabilities and what prevents him from reaching this 
level. Physiology has also investigated the results of 
training schedules so that it may be asserted that a sound 
program of physical exercise would develop a capacity for 
work which would lie well above the load of daily work 
with consequent reduction in fatigue. Physical educa- 
tionists have introduced the term “physical efficiency” 
which bears the connotation of efficiency for some parti- 
cular athletic endeavour and is concerned with components 
of physical fitness other than endurance and stamina, viz. 
agility, coordination and muscular power. There is a 
certain element of both these concepts of physical fitness 
in the term as given popular definition. The ordinary 
person recognizes fitness or, even more so, the state of 
unfitness—the man short of ‘‘wind,”’ easily fatigued after 
mild exertion, unwilling to participate in games or sports, 
often overweight or underweight, possessing poor muscle 
tone and little muscle power, clumsy and slow in his 
movements—in short, in a state of sub-health. Usually 
such a person, physically unfit by lay-accepted standards, 
is also physically inactive. So true is this that we may say 
that the physically inactive person is a physically unfit 
person and we may go so far as to say that, in the absence 
of a satisfactory definition, the problem of improving the 
physical fitness of Canadians becomes one of stepping up 
the physical activity of Canadians. ye 
Adopted 


2. Measurement of Physical Fitness— 
Physical Fitness Tests: 


84. If physical fitness is difficult to define, it is even 
more difficult to assess. And yet it would be useful for 
physicians to have some simple test, which could be 
completed in their office, which would indicate physical 
fitness and upon the result of which a regimen of physical 
exercise could be based. This sort of a test does not seem 
to be in sight. Physiologists measure the oxygen carrying 
system of the body but an accurate assessment of this 
capacity is difficult to arrive at while work is being done. 
Ideal conditions for such a test are generally agreed upon 
but difficult to obtain. Most physiological tests are clinic- 
ally impractical. Even the mechanism whereby the heart 
rate increases during exercise is poorly understood. There 
appears to be a wide open field for research here. Many 
physical fitness or efficiency tests have been designed by 
physical educationists but their value appears to lie in 
indicating to the individual his aptitude for a particular 
sport, or his progress in a training program, or to spur him 
to greater physical activity. It is difficult and unscientific 
to compare one person’s test results with another’s, and 
generally it may be stated that such physical fitness tests 
are of little value in assessing the fitness of population 
groups. 

Adopted 
3. Results of Physical Inactivity: 


85. Is our physical inactivity resulting in increased 
hospital admissions, more mental breakdowns, increased 
incidence of childhood disabilities, more juvenile delin- 
quency, greater number of rejections in the armed forces? 
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The statistics often quoted in this respect are open to a 
variety of interpretations and it is very doubtful if these 
dire consequences could be directly traced to “soft living’. 
Here, again, there is considerable need for research. Most 
of the work that has been done has compared the health 
status of men in physically active jobs with those in 
physically inactive occupations—always to the benefit of 
the physically active. Even though proof is lacking, we are 
all agreed on the benefits to health for all ages which are 
derived from physical activity and participation in games. 
Whether the reverse is true, i.e. that many of the woes of 
modern living are a result of lack of physical activity, is a 
little more difficult to swallow. It would be much better for 
us, as medical men, to emphasize the part physical activity 
plays in the developing and maintaining the all-round, 
healthy individual who lives an interesting, many-faceted 
life, than to try to correlate hospital admissions or mental 
breakdowns, for e.g., to our “soft living’. 

Adopted 


4. Fitness for What? 


86. What sort of Physical Fitness do we want for 
Canadians? The Chairman of this Committee discussed 
this briefly with twenty men from different occupations. 
To describe physical fitness they used the expressions 
“freedom from fatigue’’, “to be in good condition’’, “to 
have good wind’’, “have something left after a day’s 
work”’, “‘to do what I want to do”. We cannot expect the 
average Canadian to achieve the physiological fitness 
described above or to be an athlete constantly at the peak 
of physical condition. We would like, however, our youth 
to be aware of the basic physiology of their bodies, and of 
the principles of training, interested in games and sports, 
primarily as participants, physically active and capable of 
prolonged strenuous physical effort, when the occasion de- 
mands it, without complaint or criticism. But, with all this, 
we would like them be be “balanced”—always recogniz- 
ing their responsibilities to their families and friends, their 
country and their generation, always mindful of their 
academic studies, their ethics and their relationship to 
fellow participants. We would like to avoid faddists, or 
one-track minds. We do not want arrogance or a “Her- 
renvolk” attitude, but we would like to see our youth 
develop physically to its fullest capabilities. The third 
decade of life is characterized by a marked decrease in 
physical activity and a consequent reduction in physical 
fitness so that, by the time the thirties have arrived, most 
people appear to have resigned themselves to an inactive 
premature middle age. It is unnecessary for us to talk of 
increasing the activities of great numbers of Canadians 
who already lead active lives in their day-to-day work in 
farming, construction, mining, lumbering, even as house- 
wives. These people need recreation but not necessarily 
physical activity. But, for those Canadians in sedentary 
jobs—and a great many factory jobs can be classed as such 
—some effort should be made to interest them in physical 
activity and to alter the all too widely held concept of 
physical effort as something menial and beneath their 
dignity. We would like their youthful interest in games and 
sports carried over into their twenties and thrities, not as 
spectators but as participants. We would like them to 
adopt an attitude which encourages them to walk instead 
of constantly climbing into cars, to canoe and row instead 
of using the outboard motor, to climb stairs instead of 
taking the elevator—in short, to work under their gwn 
power instead of with modern aids. We would hope, also, 
that we would free their minds from the obsession that 
sports are for the youthful and encourage them to think 
that there remain many strenuous games open to all ages— 
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tennis, skiing, volleyball, swimming, skating—to name a 
few of them—any or all of which, if played keenly and 
enthusiastically and with reasonable regularity, will keep 
them in good physical condition. It becomes, then, for 
people past their teens, an attitude of mind as much as 
anything else. Plenty of ways of keeping physically active 
and physically fit are available and need only to be used. 
We would hope that, along with this physical activity, an 
effort would be made to control diet and appetite so that 
our adult’s weight would approximate the average for his 
height and age. 


Adopted 


5. The Role of the C.M.A. in Physical Fitness: 
87. His Royal Highness, in his Presidential address, 


-referred to the need for adequate physical education for 


our children. This aspect of the subject is properly beyond 
the purview of the medical profession. Nevertheless, there 
are a few questions which might be asked. These are based 
on observations on the teaching of physical education in 
Ontario. Do the aims and objects of physical education 
include education for a life beyond high school or university 
life? Are our elementary school children taught to consider 
strenuous activity of any sort as part of their daily living, 
even as much as they are taught to brush their teeth three 
times a day? Is there too much emphasis on team sports 
and on the teams of elite athletes in high school? Is the 
Physical Education period in the curriculum concerned 
only with the expenditure of 45 minutes in the student’s 
day—a passing sop to the ideals of a sound body and in 
reality merely a disciplinary procedure? Physical education 
in our schools is regarded by many educationists as an 
almost unnecessary evil and is allotted a decreasing share 
of the timetable. Have we, as doctors, any responsibility 
to find the answers to these questions outside our responsi- 
bility as parents? The Committee, in conversation with 
physical educationists, has gained the impression that these 
professional workers are also groping for answers and that 
they would appreciate the assistance and advice of organ- 
ized medicine. 

Research into standards and tests of physical fitness 
is much needed. The effects of physical inactivity need to 
be observed and assessed. We need long-term observations 
on various groups, to follow habit changes, the effect of 
employment on physical fitness, and the progress of the 
aging process. The medical profession should be prepared 
to assert that physical fitness is of sufficient importance 
to warrant spending money on research into its various 
aspects. 

Doctors need to be a little more certain of them- 
selves when they are advising exercise and physical 
activity. We have a tendency to be too cautious when 
prescribing for anyone but ourselves. It would be useful if 
we could agree upon and set down certain basic principles 
for the maintenance of a satisfactory state of physical 
fitness for all groups, in much the same way as it is possible 
to advise on caloric or vitamin requirements; or, to be 
able to prescribe for a specific age or disability a simple 
regimen of exercise or games participation on a daily or 
weekly basis which, if followed, would result in satisfactory 
physical fitness. 

Communities vary widely in the facilities available 
for physical recreation and games. The provision of these 
facilities is a local concern. No matter what funds are 
available from sources in higher levels of government, the 
agitation and urging must come (and rightly so) from the 
people who are going to use these facilities. Here is a place 
where local medical societies can make their prestige and 
influence felt. Local fitness councils or groups of interested 
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citizens, when organized to survey facilities and to enlist 
leadership, should find the local medical society eager to 
assist and advise. 


There are many modern ways of keeping the subject 
of physical fitness before the public—films, television 
programs, literature. The C.M.A. has already officially 
taken part in programs and discussions on such media. 
A film covering the subject and produced by an organi- 
zation such as the National Film Board would have popular 
appeal and would be in great demand across Canada. 


On this year’s scientific program there is a panel 
discussion on Physical Fitness. The Committee feels that 
this should be followed up in future programs with lecture- 
ships or other discussions. The Committee would offer for 
your consideration the possibility of associating the work 
of a distinguished Canadian doctor, Dr. Tait McKenzie, 
a surgeon, a physical educationist and sculptor, with such 
a lecture. 

Adopted 


Recommendations 


88. Do the members of Council feel that physical fitness 
is of sufficient importance to the health of Canadians to 
merit further consideration? Or, is it a matter upon which 
we might make a pronouncement expressing interest but 
offering no assistance or accepting no responsibility in the 
solution of the problem? We should realize that there has 
been a tremendous amount of publicity given to the 
President’s speech and that many organizations and in- 
dividuals are anticipating some definitive statement from 
this Association. Those organizations with whom the 
Committee has had contact, and whose field is the pro- 
motion of physical fitness, welcome with open arms some 
evidence of interest and concern on the part of the medical 
profession. They are hoping for continuing liaison with us. 
There also is the attitude of the practising physician to 
his patients. We must consider whether we have any 
responsibility in educating the profession to regard a dis- 
cussion of physical fitness as part of their duty to their 
patients. But, is the C.M.A. prepared to press for research, 
public education, and other approaches, as described 
above, in order to effect an improvement in the physical 
fitness of Canadians? The Committee believes that the 
physical fitness of Canadians and all the implications of the 
1959 Presidential address should not be allowed to drop 
easily from our thinking or pass from our deliberations. 
We, as doctors, can do something, indeed have a responsi- 
bility, to help individually and as an Association. The 
Committee, therefore, recommends that the Executive 
Committee of the’C.M.A. be given carte blanche to take 
whatever steps they may deem necessary: 


AL To bring to Canadians the importance of maintaining 


a reasonable degree of physical fitness through increased 
physical activity; 


2. To promote and maintain the interest of Canadian 
physicians in physical fitness and its improvement in 
the general population; 

3. To establish and foster liaison with organizations out- 
side the C.M.A. whose concern is also the improvement 
in the physical fitness of Canadians; and 


4. To devise, suggest and support means of education and/ 
or research, whereby the physical fitness of Canadians 
might be improved. 

Adopted 


All of which is respectfully submitted. 
G. E. DUFF WILSON, 


Chairman. 
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Personnel of the Committee: 
Nucleus: 


Dr. G. E. Duff Wilson, Kitchener (Chairman) 
Dr. A. R. J. Boyd, Toronto 

Dr. John Hastings, Toronto 

Dr. Charlotte Horner, Cobourg 

Dr. T. C. Kirkpatrick, New Hamburg 

Dr. Gordon Martin, Toronto 

Dr. J. R. Smith, Galt 


Divisional Representatives: 


Dr. A. John Nelson, Vancouver 
Dr. C. G. More, Red Deer 

Dr. M. Dantow, Saskatoon 

Dr. William Watt, Winnipeg 

Dr. W. G. Watts, Toronto 

Dr. Berhmans Paquet, Quebec 
Dr. J. A. Melanson, Fredericton 
Dr. T. B. Murphy, Antigonish 
Dr. B. D. Howatt, Charlottetown 
Dr. T. A. Knowling, St. John’s 


Executive Committee Comment 

Statements made in this report demonstrate many 
unanswered questions in physical fitness and point up 
the need for further research. 


REPORT OF THE COMMITTEE ON 
HOSPITAL SERVICE AND 
ACCREDITATION 


Mr. Chairman and Members of the General Council: 


89. Since my last report to the General Council there 
have been two meetings of the Canadian Council on 
Hospital Accreditation. The first meeting was held on 
September 19, 1959 and the second on January 15, 1960. 


90. Your Committee consists of the following members: 
Doctors J. R. Francis, N. N. Levinne, E. K. Lyon and 
B. H. MecNeel. Dr. J. R. Francis was appointed to the 
Committee to replace Dr. D. A. Thompson and at the 
first meeting of Council, Dr. Francis was duly appointed a 
Director of Council. 


Adopted 
91. At this meeting The Canadian Medical Association 
showed once again true leadership, by being one of the 
first to announce that it had agreed to raise the membership 
fees to $4,000 per seat, for the year 1960. It was im- 
mediately apparent at the meeting that the increase of 
$1,500 would of itself be insufficient to enable the Canadian 
Council to continue its work in the years ahead. Further 
it was felt that the limit of membership taxation had been 
almost approached, if not reached by the sum of $4,000 
per seat. Thereupon a committee, consisting of members of 
Council, was struck to investigate any and all sources of 
future financial support for the program. 


92. Dr. McNeel brought a preliminary report from his 
sub-committee studying the question of accreditation of 
mental hospitals. While considerable progress had ob- 
viously been achieved, there were many areas which would 
require intensive study in order to complete this important 
venture into mental hospitals. 


93. The second meeting of Council dealt with three 
requests by hospitals for an appeal from the decision of 
Council concerning the accreditation status that had been 
granted to them as a result of the recent surveys performed 
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in their respective hospitals. In all cases the decision of 
Council was upheld, following a thorough investigation of 
each case. This was the first instance in which Council 
dealt with a matter of appeal. 


94. The committee which had been established to seek 
sources of revenue outside of Council members reported 
that they felt that the Federal Government should be 
approached. A committee consisting of one member from 
each of the organizations comprising the Council was 
appointed. The committee was given the power to act 
providing they could secure adequate funds ‘‘without any 
strings attached’’. It was further understood that if there 
were any “strings”, the matter would be referred back to 
Council, and if necessary to the parent organization. Dr. 
Lyon was appointed as the representative of The Canadian 
Medical Association to this committee. 


95. Pursuant to the motion, a meeting was held in 
Ottawa, on March 1, 1960. Although no definite commit- 
ment was made by the Minister of National Health and 
Welfare, it was felt that he accepted the principles involved 
in the brief he had received, and was appreciative of the 
need to have any monies free of any strings. 


96. Council issued its first Accreditation Guide in 
January, 1960. This is a manual which is issued from time 
to time in order to aid hospitals in their efforts to attain 
and maintain accreditation standards for patient care. 
Adopted 


97. Dr. Neilsen, the treasurer, brought forth the follow- 


ing financial statements and budget. 


CANADIAN CouNcIL ON HospiraL ACCREDITATION 
BALANCE SHEET AS AT DECEMBER 31, 1959 


Assets: 
tal iat a ai Oe ah a ia un $7,571.00 
NS 60.666 b nee wkeveanaeee 143.00 
a ices cigs paw We week a wel 35.00 
: $ 7,749.00 
Liabilities: 
Accounts payable and accrued liabilities. . . . 858.00 
Surplus 
Balance—December 31, 1958 22,805.00 
Excess of expenditure over 
revenue for the year...... 15,914.00 
6,891.00 
6,891.00 
7,749.00 


STATEMENT OF REVENUE AND EXPENDITURE 
FOR THE YEAR ENDED DECEMBER 31, 1959 





Actual Budget 
for year for year 
Revenue: 
Contributions: 
Canadian Hospital Association... $12,500.00 $12,500.00 
The Canadian Medical Association 
Ee hadiks cen kk wha < 10,000.00 10,000.00 
SS oe oe tag 5,000.00 5,000.00 
Royal College of Physicians and 
EE eis id tak a aan ge 5,000.00 5,000.00 
L’Association des Médecins de 
Langue Francaise du Canada. . 2,500.00 2,500.00 
Sale of Publications............ 1,020.00 ——— 
Interest income................ 481.00 —— 
$36,501.00 $35,000.00 
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Expenditure: 
Salaries and Professional Fees: 
SE ee $13,000.00 $13,000.00 
a a cine ge cinta 2,000.00 2,000.00 
Field Representatives........... 14,010.00 12,050.00 
is ite wink 5 6 Xie 60's 3,740.00 3,640.00 
Additional Assistance........... 2,309.00 600.00 
er 4,469.00 4,900.00 
Council Meetings................ 3,789.00 3,300.00 
Office Expenses: 
Reece as ki wees 104.00 100.00 
Telephone and Telegraph....... 392.00 230.00 
Office Equipment.............. 894.00 1,000.00 
Stationery Seeviiee and Sundries. 977.00 800.00 
alee i ha ara te il 3,505.00 3,000.00 
Sundry and Accounting......... 1,826.00 1,000.00 
Contribution to The Canadian 
Medical Association towards 
, . Maintenance and services...... 835.00 870.00 
Accident and Indemnity Insurance 565.00 570.00 
Contingency and Reserve....... 2,000.00 
$52,415.00 $49,060.00 
ExcEss OF EXPENDITURE OVER REVENUE 
POR TH VRAR.... 6... 2sccces $15,914.00 $14,060.00 
Bupcet 1960 
Actual Estimate 
1959 1960 
Revenue: 
Canadian Hospital Association... $12,500.00 $20,000.00 
The Canadian Medical Association 15,000.00 16,000.00 
Royal College of Physicians 
ee, knw ais 5,000.00 8,000.00 
L’ Association des Médecins de 
Langue Francaise du Canada. . 2,500.00 4,000.00 
Sale of Publications............ 1,020.00 1,000.00 
$36,020.00 $49,000.00 
Expenditures: 
Salaries—Director and Consultant 15,000.00 15,000.00 
Salaries—Secretarial and Clerical 6,049.00 7,020.00 
Field Representatives Fees...... 14,010.00 20,300.00 
Travel and Meetings........... 8,258.00 9,850.00 
Postage, Telephone, Telegraph, 
Stationery, Supplies.......... 1,473.00 1,880.00 
Office Equipment.............. 894.00 750.00 
RE SEE a eee 3,505.00 3,330.00 
Miscellaneous (audit, legal, etc.).. 1,826.00 350.00 
Ae isd ola oiaca alae wie k es aah bk wie 835.00 1,400.00 
ides a ck oe ee 565.00 570.00 
$52,415.00 $60,405.00 
Adopted 


98. During the year 1959, 134 hospitals were surveyed 
in Canada by field representatives of the Canadian Council 
on Hospital Accreditation. Of these 134 hospitals surveyed, 
27 were initial surveys and 107 were repeat surveys. 


Initial 

Surveys 
Hospitals Surveyed 1959 1959 Repeat Surveys 1959 
Accredited.......... 93 9 OS” 24 
Provisional......... 27 8 Downgraded........ 10 
Non-accredited..... 14 10 Retained Status..... 73 
MM ccc is cis 134 27 107 


In addition to the above surveys, field representa- 
tives surveyed many of the hospitals for The Canadian 
Medical Association for junior interns and for laboratory 
technicians and for The Royal College of Physicians and 
Surgeons. 


Adopted 
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OBSERVATIONS 


99. It has become apparent that the program of the 
Canadian Council on Hospital Accreditation is now accept- 
able to all hospitals in Canada from the very smallest to 
the very largest. Annually the number of surveys is 
increasing and for 1960 it is predicted that there will be 
165 surveys. The program by its very nature of requiring 
re-assessment every three years, will naturally expand. 
Mental hospitals will certainly be integrated into the 
program when the necessary details have been developed. 
All this means increased expenditure in the years 
to come which means increased revenue. The move by the 
Commission to negotiate with the Federal Government on 
a “no strings attached” basis is the only way that the 
ultimate aims of the Council will be achieved, without 
calling upon member organizations to contribute beyond a 
realistic amount, nor admitting to membership those 
groups which might in a sense tend to dilute the purpose 
or the practice for which the Council was established. 
All of which is respectfully submitted. 
N. N. LEVINNE, 
Chairman. 
Adopted 
Moved by Dr. H. S. Morton, 
seconded by Dr. E. K. Lyon, 


that The Canadian Medical Association representa- 
tives on the Canadian Council on Hospital Accredita- 
tion advise the Canadian Council on Hospital 
Accreditation that we would request that they invite 
the American College of Surgeons to continue to survey 
cancer clinics in Canada for a further period of three 
years. 

Carried 


Dr. H. G. Fletcher said that he is Chairman of the 
Committee on Hospital By-laws in Ontario. He said that this 
Committee is disturbed at the apparent lack of correlation 
which exists in the provincial hospital by-laws, and those of 
the Canadian Council on Hospital Accreditation. He urged 
that the C.C.H.A. be encouraged to work out some means of 
correlating or notifying the hospitals of changes of by-laws, so 
that the Committee on Hospital By-laws might have a chance 
to study them, with a view to correlating them with our own 
provincial hospital by-laws. 


Moved by Dr. C. J. Houston, 
seconded by Dr. A. C. Taylor, 


that this meeting of The Canadian Medical Associa- 
tion reaffirms its interest in the high purposes of the 
Canadian Council on Hospital Accreditation and 
expresses its-willingness to assume further responst- 
bility (financial and otherwise). 


Moved by Dr. G. J. Strean, 
seconded by Dr. G. Gingras, 


that this motion be referred to the Executive Committee. 
Carried 
Moved by Dr. E. K. Lyon, 
seconded by Dr. G. W. Halpenny, 


that Section 42 of the Report of the Executive Com- 
mittee be adopted. 
Carried 


Moved by Dr. R. O. Jones, 
seconded by Dr. E. F. Donald, 


that the Reports and resolutions not presented at this 
meeting because of pressure of time be forwarded to the 
Executive Committee for study and action. 

Not carried 


TRANSACTIONS 491 






REPORT OF THE COMMITTEE 
ON MEDICAL EDUCATION 


Mr. Chairman and Members of the General Council: 


100. Your Committee this year considered the impact of 
hospital insurance on medical education. While the problem 
varies in different parts of Canada, certain views, common 
to a great part of the country, have emerged and appear 
worthy of further consideration. 


101. In the development of medical education in this 
country, the system of “graded responsibility for patient 
care under supervision” has come to be the accepted 
pattern of teaching in the clinical years and can now be 
regarded as essential to the operation of a teaching hospital. 
Such teaching has been provided in teaching units whose 
patient population was composed of the indigent sick, who 
received their medical care without charge, and in return, 
expected to be examined by undergraduate students, 
interns and residents. It is evident that the number of 
such indigent patients is rapidly decreasing. 


102. Free choice of doctor by patient has long been held 
a requisite for good medical practice and is a principle 
which has been upheld by The Canadian Medical Associa- 
tion. It is, thus, conceivable that the supply of patients for 
teaching units could decline unless some means of replacing 
the indigent as the main source of teaching patient is 
found. 


103. Private patients have been used for teaching in 
great or lesser degree in most parts of the country. The 
value of such teaching has varied depending upon the 
organization of the hospital concerned. Some clinicians 
have declared that teaching can be quite as effective with 
private patients as with public patients. Others have 
pointed out certain difficulties which exist, such as the 
unwillingness of private patients to be used for teaching, 
the difficulties inherent in one clinician discussing another’s 
patients, and most important of all, the fact that seldom is 
there any delegation of responsibility for the patients’ 
investigation or treatment to the resident-intern-clinical 
clerk team. Teaching, thus, is limited to the demonstration 
of symptoms, signs, and the course of disease, and discus- 
sion of the problems resulting therefrom. 


104. To continue the system of graded responsibility for 
patient care under supervision, four factors are essential: 


1. A sufficient number of qualified clinical teachers both 
full-time and part-time. 

2. An adequate number of residents at various stages of 
training. 

3. An adequate supply of “teaching patients”. 


4, Adequate beds in teaching units sufficient to meet the 
requirements of medical education in the teaching 
hospitals of the country. 


105. With these considerations in mind and in an effort 
to insure the continuation of the system of graded responsi- 
bility for patient care under supervision as the method of 
teaching in the clinical subjects, both undergraduate and 
postgraduate, your Committee recommends: 


i. That the following definitions be adopted by The 
Canadian Medical Association: 


(a) A teaching unit is a group of beds in a designated 
area of a teaching hospital in which the care of the 
patient is the function of the team of staff physi- 
cian-resident-intern-clinical clerk. The medical 
staff of such a teaching unit is to be appointed 
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jointly by university and hospital and organized as 
departments, the heads of which are similarly 
jointly appointed by university and hospital. 

(b) A teaching bed is one which is in a teaching unit in 
which all the patients are under the care of the 
team of staff physician-resident-intern-clinical 
clerk. The medical staff of such a unit is jointly 
appointed by university and hospital. 

(c) A teaching patient is one who enters a teaching 
unit knowing that his care will be in the hands of 
the team composed of staff physician-resident- 
intern-clinical clerk. 

ii. That The Canadian Medical Association indicate to 
the Association of Canadian Medical Colleges their 


view that such teaching units should constitute a part... 


of all teaching hospitals. 

iii. That The Canadian Medical Association co-operate 
with the Association of Canadian Medical Colleges 
and any other interested bodies in any approach to 
Government which may become necessary to insure 
the preservation of the high quality of medical educa- 
tion in Canada. 

All of which is respectfully submitted. 

R. C. DICKSON, 
Chairman. 

Personnel of the Committee: 
Nucleus: 

Dr. R. C. Dickson, Halifax (Chairman) 

Dr. C. B. Stewart, Halifax 

Dr. R. O. Jones, Halifax 

Dr. Ian MacKenzie, Halifax 

Dr. C. W. R. Tupper, Halifax 

Dr. F. Murray Fraser, Halifax 


Divisional Representatives: 
Dr. A. F. Hardyment, Vancouver 
Dr. H. E. Duggan, Edmonton 
Dr. J. F. C. Anderson, Saskatoon 
Dr. D. P. Snidal, Winnipeg 
Dr. M. F. Clarkson, Peterborough 
Dr. C. A. Gauthier, Quebec 
Dr. R. A. MacIntesh, Fredericton 
Dr. C. B. Stewart, Halifax 
Dr. H. W. Moyse, Summerside 
Dr. G. M. Brownrigg, St. John’s 


Dr. W. S. Anderson said that in Alberta “teaching 
patients” have always been private patients. This applied not 
only to undergraduate but also to graduate training. In 
Alberta they would like to avoid segregating teaching and non- 
teaching beds in their hospitals. 


Dr. R. J. M. Galloway said that if there is to be a 
graduated supervision of patients, it will be apparent that at 
some time a private patient will be treated by a resident, etc. 
One of the questions which must be answered, is who will send 
a bill to the patient—the hospital, the university or the unit. 

Dr. C. B. Stewart pointed out that the C.M.A. has a 
very heavy responsibility with regard to medical education in 
this country. He said in his opinion it is important that we 
have a united approach, in dealing with Government. 


Moved by Dr. C. B. Stewart, 

seconded by Dr. W. S. Anderson, 
that the Report of the Committee on Medical Education 
be referred back to the Committee for further con- 
sideration in the light of the discussion at the meeting 
of General Council. 


Carried 
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REPORT OF THE COMMITTEE 
ON ETHICS 


Mr. Chairman and Members of the General Council: 


106. It will be remembered that at the last meeting of 
the General Council your Committee on Ethics submitted 
the following recommendation: 


“That at the next printing of the Code of Ethics the 
second sentence of paragraph 6 of the section dealing 
with ‘Fees and Commissions’ and which reads as 
follows: 

‘For greater clarity, this prohibition does not imply 
that it is unethical for a physician or group of 
physicians to dispense medicines or those commodi- 
ties associated with his or their practice of medicine.’ 
be deleted in its entirety and that it be replaced by the 
following: 
‘It is highly desirable and ethical for a physician to 
adhere strictly to the practice of his profession, 
disassociating himself entirely from the dispensing 
of all commodities relating to the practice of medi- 
cine and the profits derived therefrom. In places 
where those with special training or qualifications 
are not available dispensing of such commodities 
may be undertaken.’ ”’ 


107. At that meeting of the General Council, the Execu- 
tive recommended that the words “and ethical’’ be deleted, 
but the General Council did not see fit to accept the recom- 
mendation and referred it back to the Committee for 
“wider consultation” with the request that, in particular, 
the College of General Practice be consulted. 

Following these instructions, your Committee, in 
September, 1959, referred the matter to the following 
bodies: 

1. The College of General Practice 
2. The Canadian Ophthalmological Society 
3. The Canadian Orthopedic Association 


The opinion of the Canadian Ophthalmological 
Society was given as follows: 

“The Society agrees that the words ‘and ethical’ be 
deleted. 

“The Society wishes to go a little further in the para- 
graph re dispensing, by making the second sentence 
even more specific so that it would read as follows: 

“Tt is highly desirable for a physician to adhere strictly 
to the practice of his profession, disassociating himself 
entirely from the dispensing of all commodities related 
to the practice of medicine and the profits derived 
therefrom. In places where those with special training or 
qualifications are not available, dispensing of such com- 
modities by a physician shall be condoned only after the 
physician concerned, or someone else on his behalf, shall 
have made an effort to obtain the services of adequately 
trained or qualified dispensers.’ ”’ 


The reply received from the Executive Director of 
the College of General Practice (Medicine) of Canada was 
as follows: 


“Our Board of Representatives discussed your letter at 
its meeting on February 28th and instructed me to 
state that the statement contained in the resolution 
was too broad and sweeping in its terms and that we 
should ask the Committee on Ethics for clarification 
of this matter. In explanation of this action I would 
like to say that our Board of Representatives did feel 
that the statement that physicians should disassociate 
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themselves entirely with the dispensing of all commodi- 
ties relating to the practice of medicine was too sweep- 
ing. For instance, there are many general physicians in 
Ontario who do a limited dispensing practice from 
their offices even though they are in towns and villages 
where drug stores staffed with pharmacists are avail- 
able. They do this as a service to their patients and I 
am sure it would be very difficult to label their action 
as unethical. 

“Our Board of Representatives hesitated to think that 
your resolution aimed at this group. Some suggested 
that perhaps your resolution referred to the occasional 
physician who owned a drug store and who might even 
practice from it. However, this is not what your reso- 
lution states. Our Board did want further clarification 
from you as to the implications of this resolution. This 
may be impossible at this late date. In asking this I 
wish to assure you that the Board in no sense wishes 
to evade the question you posed for them.” 

No reply was received from the Canadian Ortho- 
peedic Association. 


Your Committee, in its recommendation to the 
General Council at its last meeting, asked for acceptance 
of a statement of a principle. With the words “‘and ethical” 
deleted, your Committee is at a loss as to how any further 
re-wording would result in greater clarity. 


Your Committee, therefore, submits once more for 
acceptance or otherwise by the General Council its pre- 
vious recommendation (with the words “and ethical’ 


deleted). 
All of which is respectfully submitted. 


WALLACE WILSON, 
Chairman. 


Personnel of the Committee: 
Nucleus: 


Dr. Wallace Wilson, Vancouver (Chairman) 
Dr. Murray M. Baird, Vancouver 

Dr. R. G. Langston, Vancouver 

Dr. R. B. Kerr, Vancouver 

Dr. D. W. Moffatt, Vancouver 

Dr. Ethlyn Trapp, Vancouver 

Dr. A. W. Wallace, Vancouver 

Dr. Roger Wilson, Vancouver 

Dr. J. H. MacDermot, Vancouver (Secretary) 


Divisional Representatives: 


Dr. E. R. Poulsen, Lethbridge 

Dr. G. M. T. Hazen, Saskatoon 
Dr. A. R. Birt, Winnipeg 

Dr. J. G. McRermott, Stratford 
Dr. L. C. Montgomery, Montreal 
Dr. 8. A. Hopper, Moncton 

Dr. D. F. Smith, Halifax 

Dr. J. H. Maloney, Charlottetown 
Dr. C. D. Kean, St. John’s 


With regard to the necessary dispensing of com- 
modities, drugs, etc., by a physician, the Medical Society of 
Nova Scotia submitted the following for inclusion in the 
Report of the Committee on Ethics: 

“The Nova Scotia Division brought to the attention of 
the Committee on Ethics the presence of a contract entered 
into by certain doctors with the miners in the Cape Breton 
area, wherein the supplying of drugs and appliances is one 
of the services provided. Some prescriptions are referred to 
drug stores, but the majority are dispensed by the doctors. 

“This dispensing, we are assured, is provided merely 
as a service to the patients, and is done without any profit 
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to the doctors concerned. Further it is stated that the contract 
is of long standing and is mutually satisfactory to both 
parties. 

“Tt is the opinion of your Committee that where a 
harmonious contract of this nature now exists, and where 
there is no question of any profit accruing to the doctors from 
the dispensing of drugs and appliances, this contract is not 
open to criticism from the standpoint of a Committee on 
Ethics.” 

In discussing this, the view was expressed that if there 
are drug stores in an area, then the practice of dispensing of 
drugs by physicians can no longer be condoned by the C.M.A. 


Moved by Dr. J. H. MacDermot, 
seconded by Dr. J. W. Kettlewell, 


that the Report of the Committee on Ethics be adopted, 
with this supplementary statement. 


Carried 


REPORT OF THE COMMITTEE 
ON NUTRITION 


Mr. Chairman and Members of the General Council: 


108. 1. The Chairman attended a meeting of the 
Canadian Council on Nutrition, September 29 and 30, 
1959 


2. Important matters mentioned at this meeting were the 
following: 


(a) A New Revision of the Canadian Dietary Standard 
was discussed and this standard will again come 
under review during 1960. 


(b) At the request of the Defence Research Board 
recommendations were made for an irreducible basic 
list of foodstuffs to be stockpiled in case of a 
national emergency. 


(c) Civil Defence Food Planning and distribution were 
discussed. 


(d) The Council moved that the addition of vitamin C 
to evaporated milk should not be recommended. 
The matter was referred to the Advisory Committee 
of the Department of National Health and Welfare 
on Child and Maternal Health. 


(e) The Council expressed the view that the general 
use of vitamin supplements should not be en- 
couraged unless there is proof of deficiency disease 
in populations. 

3. In Vancouver, under the chairmanship of Dr. Margaret 
Mullinger, a local committee has been formed to work 
on a ‘Manual on Principles of Nutrition’, to be 
published under the auspices of the Committee on 
Nutrition of The Canadian Medical Association. 


4. In answer to a number of requests the Committee has 
prepared a statement on weight reduction, included as 
a supplement to this report. 
All of which is respectfully submitted. 
W. HARDING teRICHE, 
Chairman. 


Personnel of the Committee: 
Nucleus: 


Dr. W. Harding leRiche, Toronto (Chairman) 
Dr. Margaret Mullinger, Vancouver 

Dr. John Firstbrook, Toronto 

Dr. J. Harry Ebbs, Toronto 

Dr. Elizabeth C. Robertson, Toronto 
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Divisional Representatives: 
Dr. Margaret Mullinger, Vancouver 
Dr. O. E. Laxdal, Regina 
Dr. A. G. Rogers, Winnipeg 
Dr. H. T. McAlpine, London 
Dr. Honore Nadeau, Quebec 
Dr. H. H. MacKinnon, Fredericton 
Dr. R. M. MacDonald, Halifax 
Dr. J. F. Collins, St. John’s 


STATEMENT ON WEIGHT AND WEIGHT REDUCTION 


109. 1. In childhood weight gain is normal, for it accom- 
panies growth and maturation. But excessive gain is not 
desirable. Weight gain in adults is not beneficial unless 


it is due to increase in muscle mass during athletic. . 


training. Obesity is undesirable if good health is to be 
maintained. 

2. The principles of thermodynamics apply in food con- 
sumption. Individuals who eat too much become obese. 
If the average adult takes only 100 calories per day 
more than he or she needs, this will lead to an increase 
of about 9 pounds of fat in one year. One hundred 
calories is provided either by an ounce of cheese, a 
tablespoon of butter, two chocolates, or a slice of bread. 
There is no reason to suppose that people should gain 
weight as they become older. On the contrary, as 
people become older they tend to take less exercise 
and lead more sedentary lives. Hence their caloric 
requirements decrease. 

3. The only way to reduce is to eat less. Even in cases of 
endocrine imbalance, which are uncommon, reduction 
of food intake will lead to loss of weight, which is 
mostly fat, not water. Obesity is not due to retention 
of water. If an obese person’s weight is reduced by a 
diet containing enough protein to maintain the cell 
mass, the evidence is that the loss of weight is entirely 
due to loss of fat. The nitrogen balance in such a case 
is not negative. 

4. Patients should not undertake weight reduction pro- 
jects except under medical supervision. 

5. Exercise may play a useful role in the reduction of 
excess body fat, provided that caloric intake is not 
increased at the same time. 

6. Gadgets such as vibrating cushions, chairs, girdles, and 
rubber suction cups are of no practical value in weight 
reduction. 

7. Purgatives and laxatives are not effective in reducing 
body fat. 

8. Drugs which stimulate metabolism are rarely indicated 
and should not be used, without medical supervision, 

9. Drugs which depress appetite are safe for use only 
under medical supervision in a properly designed pro- 
gram in which the patient is being re-educated to 
eat less. 

10. Vitamin, mineral or protein food supplements do not 
reduce weight and are not necessary in a weight re- 
duction program in which a balanced though restricted 
diet is consumed. 

W. HARDING teRICHE, 
Chairman. 


There was some discussion with regard to Section 
108-2.(d)—re the addition of vitamin C to evaporated milk. 
It was felt by certain members of the General Council that the 
addition of vitamin C would not harm anyone, and the appro- 
priate amount of vitamin C added to a can of evaporated milk is 
sufficient to prevent scurvy, which is increasing in incidence 
in Canada. 
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Moved by Dr. L. C. Grisdale, 
seconded by Dr. R. H. McCreary, 


re Section 108-2(d)—that this General Council re- 
commends to its Committee on Nutrition that our 
representative on the Canadian Council on Nutrition 
reopen the question of the addition of vitamin C to 
evaporated milk, recording the view that this General 
Council favours this. 
Carried 
Moved by Dr. E. K. Lyon, 
seconded by Dr. Lorne Whitaker, 


that the Report of the Committee on Nutrition, as 
amended, be adopted. 


Carried 


REPORT OF THE COMMITTEE 
ON CANCER 


Mr. Chairman and Members of the General Council: 


110. The Cancer Refresher Courses in Nova Scotia 
were completed. Detailed reports regarding the organiza- 
tion, administration, budget and efficacy of the program 
have been received and are available for the assistance 
of other Divisions of The Canadian Medical Association 
should they be desired in the preparation of similar 
courses. The Committee wishes to go on record in com- 
mending the Nova Scotia Division and, in particular, the 
Director of Postgraduate Division, Dalhousie University, 
for an excellent piece of work in organizing the courses. It 
should be noted that money is still available in the fund. 
111. There were no other matters referred to the Com- 
mittee on Cancer during the year for its consideration. 


All of which is respectfully submitted. 
H. K. FIDLER, 


Chairman. 
Personnel of the Committee: 


Divisional Representatives: 
Dr. C. C. Covernton, Vancouver 
Dr. R. C. Harrison, Edmonton 
Dr. J. M. Campbell, Saskatoon 
Dr. P. H. T. Thorlakson, Winnipeg 
Dr. R. K: Magee, Peterborough 
Dr. Marvin N. Lougheed, Baie d’Urfe 
Dr. Yvan Methot, Montreal 
Dr. R. B. Eaton, Moncton 
Dr. W. R. C. Tupper, Halifax 
Dr. W. E. Callaghan, Summerside 
Dr. H. B. Murphy, St. John’s 


Moved by Dr. T. J. Quintin, 
seconded by Dr. A. F. VanWart, 
that the Report of the Committee on Cancer be adopted. 
Carried 


REPORT FROM DR. CARLETON B. 
PEIRCE, C.M.A. REPRESENTATIVE 
TO THE NATIONAL CANCER 
INSTITUTE OF CANADA 


I have the honour to submit through you to the Chair- 
man and Members of General Council the following report as 
one of the Members of the National Cancer Institute of 
Canada, representing The Association. 

The National Cancer Institute of Canada, formed 
under the egis of the Federal Government largely as the result 
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of the joint advice of The Canadian Medical Association and 
the Canadian Cancer Society some fourteen years ago, has 
become a major force in the stimulation and co-ordination of 
fundamental research in Canada related to the attempt to 
solve the riddles of the inception of malignant cellular develop- 
ment or metaplasia. The impetus which its financial support 
and latterly guiding influence have given to the development of 
research programs and training of investigators is evident. 


Under its sponsorship and partial support, there are 
now cancer research institutes in operation affiliated with the 
Universities of Montreal, Saskatchewan and Toronto and 
their Faculties of Medicine. Three more are in progress of 
formation. The Canadian Cancer Society, through its re- 
spective provincial Divisions, has been instrumental in pro- 
viding much of the physical plants of two of those which are 
now functioning and of the physical facilities which will be 
used for three others, in addition to its general support of the 
Institution as mentioned below. 


Able directors of research, acknowledged investigators 
in their own right, are at the helm of these several research 
institutes. 


For the current year, in addition, the National Cancer 
Institute has made 78 grants-in-aid of research and awarded 
fourteen fellowships and research associateships, aggregating 
$1,127,000. 

The activities of its Statistician, its Advisory Com- 
mittee on Records and Statistics, Subcommittee on Clinical 
Stage Classification of Tumours and on Clinical Assessment 
of Treatment are doing much to improve the quality of records 
and analysis of documentary information. 


The Canadian Tumour Registry established and 
maintained by the Institute received 906 tumours submitted 
in 1959, an increase of 119 cases over the preceding year. 
Outstanding study sets of microscopic material have been 
prepared, complete with syllabi for the various types or groups. 
These are actively used on loan to individuals and certain sets 
have been supplied to several of the universities on an in- 
definite loan basis. 


The members of General Council and The Association 
at large are undoubtedly personally aware of the other 
activities of the National Cancer Institute in the field of pro- 
fessional education through the distribution of monographs 
and other information on cancer diagnosis, etc., to the medical 
profession at large and to the students in the Canadian 
Faculties of Medicine. Scientific motion picture films have 
been procured by the Institute and supplied to the medical 
schools and the provincial medical societies. 


The close affiliation and strong financial support of 
the Institute by the Canadian Cancer Society continue. In 
addition to the locatwor provincial Divisional support of 
physical requirements for research units to which reference 
is made above, the Canadian Cancer Society in 1959 pro- 
vided $847,250 toward that year’s expenditures of $1,113,057 
and advanced $62,000 additionally against its 1960 commit- 
ments. 


Time and space do not permit detailed comment on the 
many facets of the Institute and its problems. It is suggested 
that interested members of General Council and the member- 
ship at large of The Association ask for the Annual Report 
of the National Cancer Institute as well as for any specific 
information which they may desire. I am sure the Executive 
Director will be pleased to supply as much as is available. 

It has been a pleasure and honour for me to serve as a 
representative member for The Canadian Medical Associa- 
tion. . 

Respectfully submitted, 

CARLETON B. PEIRCE 
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REPORT OF THE COMMITTEE 
ON ECONOMICS 


Mr. Chairman and Members of the General Council: 


112. General Council last met in Toronto in May of 
1959. Since that time the Committee on Economics has 
held two-day meetings in November, 1959 and in March, 
1960. As well as attending these general meetings, various 
members acted on special study sub-committees, and the 
Chairman of your Committee has attended all meetings 
of the Executive Committee. 

Mr. B. E. Freamo, Assistant Secretary (Economics) 
for The Association, attended all meetings and acted as 
secretary to the Committee. Dr. A. D. Kelly and Dr. A. 
F. W. Peart assisted the Committee in its deliberations. 
Your Committee appreciates the attendance of a number 
of observers and alternates from various Divisions and 
especially wish to thank Dr. Glenn Sawyer of Toronto for 
his assistance as a member of a special sub-committee. 

Adopted 


113. As you know, a joint committee made up of repre- 
sentatives from the C.M.A. and the Canadian Health 
Insurance Association have been studying insurance claim 
forms with which the doctor is concerned. These forms are 
now presented for your approval. There are two basic 
forms: 

1. ATTENDING PHysIcIAn’s STATEMENT. Combined Form. 
This form may be used in respect of any medical 
services claim under both group and individual accident 
and health policies and replaces all other forms in 
general use. It will be made up in pad form to be dis- 
tributed through the Divisions of The Canadian 
Medical Association. 

2. ATTENDING PHysIcIAN’s SUPPLEMENTARY STATEMENT. 
Loss of time benefit. This form is required only in 
respect of extended periods of disability where the 
patient is claiming continued loss of time benefits. 
It will normally be presented by your patient. 


Besides these basic forms there are three ab- 
breviated versions of the Combined Form. 

These will be presented by your patient when the 
coverage provided relates only to certain areas of medical 
services, such as surgical and obstetrical services. You 
may use the abbreviated form or, if you prefer, the 
Combined Form. A brochure outlining the use of these 
forms will be provided to each physician. Forms and in- 
structions will be centrally printed and used by over 90% 
of the insurance and casualty companies of Canada. 

The Committee on Economics is aware that the 
profession is almost equally divided in favour of and 
against the inclusion of an assignment as an integral part 
of the form. Because of this separate assignment forms 
will be printed and distributed to each individual physician, 
but in some instances companies will print the assign- 
ment on the back of the form for the convenience of those 
who wish to use it. 

Your Committee considers that you would want 
to express to the Canadian Health Insurance Association 
our appreciation of their efforts towards finalizing these 
claim forms. It was a pleasure to note their willingness to 
accept the C.M.A.’s point of view and recommendations, 
and to work towards a good solution of the problems of 
claim forms. 

We would recommend that the forms be accepted, 
without further amendment, to facilitate their introduc- 
tion and to avoid the necessity of further prolonged 
negotiations. 

Adopted 
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Copies of the claim forms were distributed to the 
members of General Council for their scrutiny. 

Dr. A. F. W. Peart pointed out that it is well-nigh 
impossible to have the forms of procedure perfect, and he said 
that it would be necessary to make some changes in them from 
time to time. 

Dr. Charles Gossage said that he had been Chairman 
of this Joint Committee on Insurance Claim Forms. Dr. 
Gossage expressed his gratitude to the insurance companies 
and the C.M.A. He said that the utmost co-operation was 
experienced. 


114. The Committee on Economics would like to 
present a progress report on the relative value studies. 
The special committee has been active in the development 


of methodology and in consideration of unit values for -* 


the various categories used. Following study of the replies 
by the Divisions concerning a proforma which had been 
circulated to them, the Relative Values Studies Com- 
mittee considered certain changes in the proforma to be 
used as the basis of comparison. At the present time they 
have been fortunate in securing a consulting committee 
from the staff members of the University of Toronto School 
of Business Administration which is assessing the develop- 
ment of our methodology and giving consideration to 
differentiation in unit values. In the event that these 
present studies are fruitful, then a broad survey may be 
undertaken this autumn. 


Adopted 


115. A Resolution of General Council in May, 1959 
instructed the Committee on Economics to study ways 
and means of securing broader dissemination of informa- 
tion on the economics of medicine. The Economic News- 
letter is now sent to some 400 physicians in Canada, who 
by virtue of their position in organized medicine, must 
keep abreast of current information. It was thought that 
the cost of preparation and mailing of the Newsletter to 
all doctors in Canada would be out of proportion to the 
results achieved and that wider dissemination of the 
Economic Newsletter was not practical. The Committee 
recommended, however, that the Newsletter could be 
supplemented by insertitig a page of comments on the 
News and Views of the*Economics of Medicine in the 
Canadian Medical Association Journal and this procedure 
has been carried out. 

Your Committee suggests that a further step in 
dissemination of economic information is the proposal 
that a program of medical economics be a part of the 
annual meeting. As you are aware, the present program 
includes a day in which morning, afternoon and evening 
presentations concern themselves with economic subjects. 

Adopted 


116. The Executive Committee has accepted a recom- 
mendation from your Committee that a roster of speakers 
on economic subjects be prepared by the Chairman of the 
Committee on Economics and the Assistant Secretary 
(Economics) and that these speakers be made available to 
the Divisions by arrangement. 

Adopted 


Moved by Dr. Peter Banks, 

seconded by Dr. P. O. Lehmann, 
WHEREAS by members visiting in the United 
Kingdom, by viewing the picture “On Call to a 
Nation”, and by fairly wide distribution of the 
British Medical Journal, we have a fairly accurate 
picture of the British National Health Service, 
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AND WHEREAS contact with Australia is more 
difficult and we have no close means of assessing the 
plan, 

BE IT RESOLVED that the B.C. Division recom- 
mends to The Canadian Medical Association that a 
team of experienced observers be sent to Australia to 
report on the Australian Health Insurance in respect 
to the people, the profession and the government and 
the various inter-relationships among these three as 
they affect standards of practice and economics. 


Moved by Dr. Wm. Bramley-Moore, 
seconded by Dr. A. A. Haig, 


that this resolution be referred back to the Resolutions 
Committee for re-wording. 
Not carried 


Dr. L. R. Rabson said that he would oppose this 
resolution, until the Committee on Prepaid Medical Care 
has had a chance to study the plans all over the world. 
He said that in his opinion this matter comes in the province 
of the Committee on Prepaid Medical Care. 


Dr. M. L. Mador said that in Sudbury several of the 
doctors had made a detailed study of the Australian Health 
Insurance plan and he suggested that copies of this study 
could readily be made available to any interested groups. 

Replying, Dr. Banks said that it was the feeling in 
British Columbia that no amount of detailed information 
could replace an on-the-spot survey. 


Moved by Dr. Peter Banks, 
seconded by Dr. P. O. Lehmann, 


that the resolution re Australia be adopted. 
Not carried 


117. Your Committee was asked to review the experience 
of the D.V.A. Doctor of Choice Plan since the new arrange- 
ment for the payment at 90% of the provincial schedules 
of fees went into effect. The Department of Veterans 
Affairs kindly prepared a complete statistical analysis for 
the years 1957 to 1959. There were variations across the 
country but in general the number of patients increased, 
the total cost increased, and the average cost per patient 
increased. The Committee did not consider that action 
should be taken on the basis of the information received 
but are recommending to the Executive Committee that 
the Department of Veterans Affairs be requested to do a 
similar study for 1960. 

Adopted 


118. The Committee on Economics has continued to 
observe and discuss the Provisions of the Provincial 
Hospital Insurance Programs Pursuant to Agreements 
under the Hospital Insurance and Diagnostic Services Act. 
In various provinces there are extensions of out-patient 
services and there is no doubt that this is a definite trend. 
At the same time your Committee recognized that dif- 
ficulties are at times being encountered through lack of 
overall policy in the method of providing medical services 
to chronically ill patients. While your Committee is not 
prepared to recommend an overall policy at this time it 
considers that it would be unwise to have these medical 
services classified as insured services under the hospitaliz- 
ation act. As a result the Committee recommends that The 
Canadian Medical Association enunciate the principle 
that medical services of extended treatment cases should 
not be an insured service under the Federal Hospital 
Insurance and Diagnostic Services Act. 

Adopted 
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Dr. Kelly said that he had presented to the last meeting 
of the Executive Committee a statement from The Canadian 
Arthritis and Rheumatism Society which says that their 
National Medical Advisory Board believes that the cost of 
out-patient physical and occupational therapy should be 
provided through hospitalization insurance schemes or other- 
wise through public funds, particularly with respect to pro- 
vision of these services for those arthritis patients who can be 
treated most effectively and economically as out-patients. 
Such arrangements should include out-patient services pro- 
vided through physical and occupational therapy treatment 
centres operated by the Society, so long as these centres are 
available to meet needs not otherwise met. 


Dr. G. D. W. Cameron, Deputy Minister of National 
Health, said that the present legislation contemplates the 
provision of facilities in the hospital. It does not contemplate 
a medical care program. The extent of out-patient services is a 
matter for decision by the provinces concerned. 


119. At the last meeting of the General Council a special 
committee appointed by the Executive Committee and 
known as the Committee on Prepaid Medical Care was 
established. To this committee certain information and 
problems concerning co-insurance and insurance coverage 
of the aged have been passed by the Committee on 
Economics. This Committee on Prepaid Medical Care 
requested The Canadian Medical Association to produce a 
Questionnaire on Health Insurance. You have all had 
copies of this questionnaire which was sent out to approxi- 
mately 20,000 doctors in Canada. The Committee on 
Economics regards this as a very important document 
because it hopes to elicit the beliefs and opinions of the 
profession in relation to health insurance. It is hoped that 
in analyzing the responses to this questionnaire that a 
composite opinion of the medical profession might be 
obtained, particularly as it relates to the interest 
of the Governments in health insurance. The answers 
to the questionnaire could not be correlated in sufficient 
time to be included in these reports. However, it is my 
understanding that a supplementary report will be 
presented at this time. 


Adopted 


120. Your Committee has been informed by our Saskat- 
chewan representatives of the sequence of events leading 
up to the current crisis in health insurance in that province. 


121. At a nomination meeting in a rural constituency 
early in 1959, Premier Douglas announced his intent to 
organize a tax-supported compulsory plan of medical care. 
Subsequent to this announcement, the College of Physic- 
ians and Surgeons of Saskatchewan made repeated requests 


of the Premier and the Minister of Health to determine 
whether the profession could, in any way, assist the govern- 
ment in its deliberations. They were told that the govern- 
ment did not have a specific plan in mind and that the 
profession would be consulted prior to any announcement. 


122. In November 1959, the general meeting of the 
College passed a resolution opposing the introduction of a 
compulsory, government-controlled, province-wide medical 
care plan. 


123. On December 16, 1959 Premier Douglas made a 
major policy speech in which he outlined in considerable 
detail his government’s plans for a medical services pro- 
gram. He stated five principles on which he proposed that 
the service be based: : 

(a) prepayment 

(b) universal coverage 
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high quality of service 

(d) administration by a public body responsible to govern- 
ment 

(e) the form must be acceptable to those providing and 

those receiving the services 


124. Mr. Douglas promised the appointment of an 
Advisory Planning Committee on Medical Care of ten 
persons to which the profession would be invited to name 
three representatives. In addition there would be three 
representatives from the government, three from the public 
and one from the university. Shortly thereafter, the 
Premier indicated his intention to pass enabling legislation 
at the session of the Legislature which opened in February, 
1960. 


125. Under date of December 30, 1959, Mr. Erb, the 
Minister of Public Health invited the College of Physicians 
and Surgeons to name three representatives to the Advisory 
Committee, submitting, at the same time, the draft of a 
letter which constituted the proposed terms of reference 
of the Committee. It was obvious, however, from the 
proposed terms of reference, that the Committee was 
limited to a study of the methods to be used in implement- 
ing the general principles enunciated by Mr. Douglas. 


126. A meeting of the Council of the College and a meet- 
ing of the Central Health Services Committee were con- 
vened in mid-January and it was decided to recommend a 
broadening of the terms of reference to encompass a study 
of all health needs, the removal of the time limitation for 
the completion of the study and to allow representation 
of other interests on the Advisory Committee. 


127. Subsequently, a number of meetings were held and 
correspondence exchanged between the profession and the 
government in an effort to determine more specifically the 
implications of the government’s interpretation of the 
Committee’s terms of reference. 


128. On March 29, 1960 the Council of the College 
directed a letter to the government indicating its willing- 
ness to appoint three members to the Committee with the 
explicit understanding that the interpretation of the terms 
of reference, as accepted by Mr. Douglas, was sufficiently 
broad to allow the Committee to undertake a study of all 
health needs 


129. Newspaper releases of March 30th attribute to Mr. 
Douglas’ quotations in which he agreed with this under- 
standing of the terms of reference and further agreed to 
the removal of a time limit for the completion of the study. 


120. As this report is written we understand that the 
profession will be represented on the Committee by 
Dr. E. W. Barootes, Regina, Dr. J. F. C. Anderson, 
Saskatoon and Dr. C. J. Houston, Yorkton. The Com- 
mittee now numbers twelve—three each from the pro- 
fession, the public and the government and one represent- 
ative from the university, the Chamber of Commerce and 
organized labour. 


131. It is difficult to present this factual report for your 
information without adding a few general comments. 
Saskatchewan is the first Division to encounter a govern- 
mental decision to espouse a tax-supported medical care 
program. It is unlikely to be the last. 


132. The degree of success which our Saskatchewan 
colleagues achieve in maintaining the requisites necessary 
to ensure continued improvements in the medical services 
rendered to their patients is of major but not unqualified 
significance to other doctors in Canada. Political parties of 
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varying philosophies see considerable merit in the proposed 
arrangement and the results in each Division will depend 
upon the strength of the profession and the time and 
thought which has been devoted to the problem. 


133. Your Committee on Economics considers that we 
must adopt a positive program which will provide cover- 
age for certain groups who now experience difficulty in 
arranging for necessary medical services insurance pro- 
tection. The intent of a study which has concerned your 
Committee for the past two years is to obviate the demand 
for a system of medical care insurance which would super- 
cede the current methods. It is admittedly a difficult 
problem to provide for the doubtfully insurable elements 
of our society. It is, however, one of limited proportions 
and one which we should be able to solve by our combined 


resources. I would commend for your attention the follow- 


ing recommendations for a Statement on Medical Services 
Insurance. 


134. You were informed at the last meeting of the 
General Council that the Committee on Economics was 
considering the present statement of Principles and Policies 
with a view to determining the extent to which it accurately 
or adequately expresses our views. Subsequent to discussion 
of questions posed by staff—prepared memoranda on 
“The Interest of Government in the Practice of Medicine” 
the Committee on Economics appointed a small sub- 
committee to hold further discussions and to prepare a 
draft of a revised C.M.A. statement which would take into 
consideration changes in the attitude of the profession 
and changes in the mechanisms for health care prepay- 
ment. This sub-committee met on two occasions and then 
after consultation with the General Secretary, Dr. A. D. 
Kelly, presented a draft document. This was studied by 
the Committee on Economics in November, 1959, passed 
back to the sub-committee and studied again by the Com- 
mittee in March, 1960. 


135. The Committee on Economics considered that the 
terms Health Insurance and Health Care were capable 
of too broad an interpretation and have recommended the 
use of the terms “‘Medical Services’’ or ‘‘Medical Services 
Insurance” where they are applicable. The following factors 
and attitudes also formed the basis for the Committee’s 
conclusions: 


1. That it is important that a statement be prepared 
which indicates very clearly the attitude and motiva- 
tion of the profession towards medical care insurance. 


2. That the Statement should be related specifically 
to medical services as hospitalization is now a fait 
accompli. 

3. That medicine should take the initiative in recom- 
mending the study and evolution of medical services 
insurance programs. 


4. That joint study of such problems with other agencies 
does not preclude active opposition to any plan which 
did not meet with our approval. 


. That the principles set out represent basic essentials 
which should be acceptable without negotiation. 


6. That other factors such as fee-for-service, adequate 
remuneration etc. are important but they are subject 
to so many qualifications or exceptions that they 
should be considered factors for negotiation. 


qr 


136. Your Committee on Economics recommends to the 
General Council acceptance of the following Statement on 
Medical Services Insurance: 
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“THE CANADIAN MEDICAL ASSOCIATION 
STATEMENT ON MEDICAL SERVICES 
INSURANCE” 


The Canadian Medical Association believes: 


—That a high standard of medical services is now 
widely available in Canada but recognizes the need for 
programs of medical services insurance which will be 
available to every resident of Canada regardless of age, 
state of health or financial status; 

—That, in addition to voluntary insurance, certain 
groups of citizens will require subsidization from public 
funds to prepay these costs; 

—That the efforts of organized medicine and all 
interested agencies must now be co-ordinated in the study 
and evolution of programs which will accomplish this 
objective; 

—That programs designed for this purpose must 
encompass preventive, diagnostic, curative and rehabilita- 
tive services. 


137. The Canadian Medical Association will support 
actively any program of Medical Services Insurance based 
upon the following principles which reflect the essential re- 
quirements of a high quality medical services program; 

1. That all persons rendering services must be legally 
qualified physicians and surgeons. 

2. That every resident of Canada must be free to select 
his doctor and that each doctor must be free to choose 
his patients. 

3. That the competence and ability of any doctor must 
be determined only by professional self-government. 

4. That, within his competence, each physician must 
have the privilege to treat his patients in and out of 
hospital. 

5. That each individual physician must be free to select 
the type and location of his practice. 

6. That each patient must have the right to have all 
information pertaining to his medical condition kept 
confidential except where the public interest is para- 
mount. 

. That the duty of the physician to his individual 
patient must take precedence over his obligations to 
any medical services insurance programs. 

8. That every resident of Canada, whether a recipient or 
provider of services, must have the right of recourse 
to the courts in all disputes. 

9. That medical services insurance programs must not 
in any way preclude the private practice of medicine. 

10. That medical research, undergraduate and _ post- 
graduate teaching must not be inhibited by any 
medical services insurance program. 

11. That the administration and finances of medical 
services insurance programs must be completely 
separate from other programs. 

12. That the composite opinion of the appropriate body 
of the medical profession must be considered and 
adequately represented on any board, commission or 
agency set up to plan, to establish policy or to direct 
administration for any medical services insurance 
program. 

13. That members of the medical profession, as the pro- 
viders of medical services, must have the right to 
determine the method of their remuneration. 

14. That the amount of remuneration must always be a 
matter for negotiation between the physician and his 
patient, or those acting on their behalf; and, that all 
medical services programs must make provision for 
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periodic or automatic changes in remuneration or 
reimbursement to reflect changes in economic 
conditions. 


(Representatives of the Ontario Division opposed 
No. 14. British Columbia abstained.) 


The following amendment was submitted to the General 
Council by the Executive Committee: 


136. 
EOE SR CL Dy Oe eT OREN SOLO ae ae ee ee ee 
The Canadian Medical Association believes: 

—That a high standard of medical services is now 
widely available in Canada; 

—That medical services insurance forms a sound basis 
for the prepayment of expected and unexpected costs of 
medical services; 

—That medical services insurance should be available 
to every resident of Canada who desires it regardless of age, 
state of health or financial status; 

—That in addition to voluntary insurance, certain 
groups of persons may require some form of financial assis- 
tance to provide themselves with medical services insurance; 

—That the introduction of a tax-supported program, 
compulsory for all citizens, is neither a necessary nor desir- 
able solution; 

—The efforts of organized medicine, governments and 
other interested agencies must be coordinated in the study and 
provision of medical services insurance for all persons who 
require assistance. 


137. If, notwithstanding these beliefs, any government uni- 
laterally decides to implement a program of medical services 
insurance which does not conform with these beliefs, The 
Canadian Medical Association maintains that the following 
principles are essential requirements of any such program: 
” 

The General Council devoted considerable time and 

discussion to this Statement. 


Moved by Dr. R. O. Jones, 
seconded by Dr. E. R. Stewardson, 


that the word “‘voluntary” be added to para. 3 so that 
it would read—“‘That voluntary medical services in- 
surance should be available to every resident of Canada 
who desires it regardless of age, state of health or 
financial status;”’ 


Not carried 
Moved by Dr. R. J. M. Galloway, 
seconded by Dr. W. W. Wigle, 


that this General Council resolve into the Committee 
of the Whole to discuss this whole broad question. 
Carried 
Moved by Dr. Glenn Sawyer, 
‘seconded by Dr. Lorne Whitaker, 


that our present Chairman be the Chairman of the 
Committee of the Whole. 
Carried 


Dr. Galloway said that in his opinion one of the prob- 
lems in our relations to government has been that we are 
fighting a rear-guard action. We must state a principle. We 
have already stated that the people of Canada have the right 
to insure themselves in any way they desire, whether with the 
doctor-sponsored plans, with insurance carriers, or with 
governments. 


We must try to maintain the health of the people of 
Canada. We should state to the public that the people of 
Saskatchewan and of Canada have the right to insure them- 
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selves, but if they want us to look after them, they must abide 
by the policies which we have laid down. 

Dr. Galloway said that in his opinion, Section 136 is 
unnecessary. 

Dr. R. K. C. Thomson said that the principles which 
have been set down for the past ten years by the C.M.A. and 
which are clear as far,as the C.M.A. is concerned, do not 
seem to be clear to the public. 

Dr. H. V. Morgan said that we need to be more concise, 
more positive, clearly defining in our Statement our position 
for our members, and for the press. We need to have a clear- 
cut Statement which we can use in future discussions with 
governmental bodies. 

Dr. L. R. Rabson said that he did not agree that we 
do not need a preamble. He felt that it is essential that we 
state what our beliefs are. 

Dr. D. F. McPherson said that in his opinion a 
C.M.A. statement should serve the following three purposes: 


1. It should convey to all medicine the beliefs that we are 
prepared to set before the people of Canada. 


2. It should present in a concise manner to the people of 
Canada just what Canadian medicine feels with 
regard to health care. 


3. It must also take into consideration the basic premise 
that is applicable to people who have a mandate to 
choose the form of insurance which they collectively 
desire. 

Dr. R. K. C. Thomson said that it is essential that we 
realize that government has an interest in this matter, and the 
profession has an interest, and government and the profession 
must now try to understand what their relationship is. 

Dr. Glenn Sawyer said that in his opinion neither the 
Executive Committee nor the Alberta and Saskatchewan 
Divisions had improved on the wording or the thinking of the 
version presented to General Council by the Committee on 
Economics in their Report. Dr. Sawyer said that the less that 
is stated of a controversial nature, the better and that any 
suggestion of arrogance should be removed from our statements. 


Moved by Dr. J. F. Tysoe, 
seconded by Dr. R. J. M. Galloway, 
that the Committee of the Whole be dissolved. 
Carried 
Moved by Dr. R. J. M. Galloway, 
seconded by Dr. Wm. Bramley-Moore, 


that Sections 136 and 137 and the appropriate resolu- 
tions be referred to the Resolutions Committee, and 
that this Committee be empowered to draw to itself 
those persons who they think would be helpful to their 
deliberation, and that this Committee report to the 
General Council at its earliest convenience. 

Carried 


Accordingly, the Resolutions Committee met, and 
brought in the following Statement on Medical Services In- 
surance for the consideration of the General Council: 

136. 
The Canadian Medical Association believes: 


1. That the highest standard of medical services should be 
available to every resident of Canada. 


2. That medical services insurance to prepay the costs of 
these services should be available to all regardless of 
age, state of health or financial status. 

3. That certain individuals require assistance to prepay 
these costs. 

4. That the efforts of organized medicine, governments 


and all other interested bodies should be co-ordinated 
towards this end. 
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5. That while there are certain areas of medical services 
in which tax-supported programs are necessary, a 
tax-supported comprehensive program, compulsory for 
all, is neither necessary nor desirable. 


ereeeeeveeeeeeeeeeene eeeeeveeeeeeeeeeeeee eeeeeeee 


137. The Canadian Medical Association will support any 
program of medical services insurance which adheres to the 
following principles: 
1. That all persons rendering services are legally qualified 
physicians and surgeons. 


2. That every resident of Canada is free to select his 


doctor and that each doctor is free to choose his 
patients. 

3. That the competence and ability of any doctor is deter- 
mined only by professional self-government. 


prwvilege to treat his patients in and out of hospital. 

5. That each individual physician is free to select the 
type and location of his practice. 

. That each patient has the right to have all information 
pertaining to his medical condition kept confidential 
except where the public interest is paramount. 

'. That the duty of the physician to his individual 
patient takes precedence over his obligations to any 
medical services insurance programs. 


> 


a 


8. That every resident of Canada, whether a recipient or 
provider of services, has the right of recourse to the 
courts in all disputes. 


9. That medical services insurance programs do not in 
any way preclude the private practice of medicine. 

10. That medical research, undergraduate and post- 
graduate teaching are not inhibited by any medical 
services insurance program. 

11. That the administration and finances of medical ser- 
vices insurance programs are completely separate 
from other programs. 

12. That the composite opinion of the appropriate body of 
the medical profession is considered and the medical 
profession adequately represented on any board, com- 
mission or agency set up to plan, to establish policy or 
to direct administration for any medical services 
insurance program. 


13. That members of the medical profession, as the pro- 
viders of medical services, have the right to determine 
the method of their remuneration. 


14. That the amount of remuneration is a matter for 
negotiation between the physician and his patient, or 
those acting on their behalf; and, that all medical 
services programs make provision for periodic or 
automatic changes in remuneration or reimbursement 
to reflect changes in economic conditions. 


Dr. R. K. C. Thomson said that in his opinion this 
Statement was an improvement on the one presented earlier. 
He said that this one does not preclude our negotiation with 
people who have different beliefs from our own. 

It was agreed that the numbers be deleted in the sub- 
sections of 136 and that it be headed—‘The Canadian 
Medical Association believes that:” 


Moved by Dr. P. Bruce-Lockhart, 
seconded by Dr. T. E. Currier, 
that the second sub-section in 136 be amended by sub- 


stituting ‘‘any resident of Canada who desires it” for 
the word “‘all’’. 


Not carried 





4. That, within his competence, each physician has the 
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Moved by Dr. Wm. Bramley-Moore, 
seconded by Dr. H. V. Morgan, 
that the fourth sub-section in 136 be amended by dele-? 
ing the words “this end” and substituting the words 
“making available medical services insurance’. 
Not carried 
Moved by Dr. R. M. Hines, 
seconded by Dr. R. H. McCreary, 
that the fourth sub-section in 136 be amended by delet- 
ing the words “this end” and substituting the words 
“these ends’’. 
Carried 
Moved by Dr. A. C. Taylor, 
seconded by Dr. H. D. Dalgleish, 
that the word “governments” in the fourth sub-section 
of 136 be deleted. 
Not carried 
Moved by Dr. Wm. Bramley-Moore, 
seconded by Dr. R. M. Hines, 
that Section 136, as amended, be adopted, and that 
before this Statement is printed, the Executive Com- 
mittee make any editorial changes necessary in con- 
sultation with the solicitor. 
Carried 


The General Council then gave consideration to the 


fourteen principles set forth. 


Moved by Dr. R. K. C. Thomson, 
seconded by Dr. E. R. Stewardson, 
that Principle 1 be adopted. 
Carried 
Moved by Dr. R. K. C. Thomson, 
seconded by Dr. L. R. Rabson, 
that Principle 2 be adopted. 
Carried 
Moved by Dr. R. K. C. Thomson, 
seconded by Dr. J. F. C. Anderson, 
that Principle 3 be adopted. 
Carried 
Moved by Dr. R. K. C. Thomson, 
seconded by Dr. H. D. Dalgleish, 
that Principle 4 be adopted. 
Carried 
Moved by Dr. R. K. C. Thomson, 
seconded by Dr. P. Bruce-Lockhart, 
that Principle 5 be adopted. 
Carried 
Moved by Dr. R. K. C. Thomson, 
seconded by Dr. J. H. Gibson, 
that Principle 6 be adopted. 
Carried—Two opposed 
Moved by Dr. R. K. C. Thomson, 
seconded by Dr. E. R. Stewardson, 
that Principle 7 be adopted. 


Carried 
Moved by Dr. R. K. C. Thomson, 
seconded by Dr. M. A. R. Young, 
that Principle 8 be adopted. 
Carried 


Moved by Dr. R. K. C. Thomson, 
seconded by Dr. J. Wasylenko, 


that Principle 9 be adopted. 
Carried 
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Moved by Dr. C. J. W. Beckwith, 
seconded by Dr. T. J. Quintin, 


that Principle 10 be amended to read—‘That medical 
research, undergraduate and postgraduate teaching be 
encouraged, supported and strengthened by any 
medical services insurance program.” , 
Not carried 
Moved by Dr. R. K. C. Thomson, 
seconded by Dr. R. W. Richardson, 


that Principle 10 be adopted. 
Carried 
Moved by Dr. L. R. Rabson, 
seconded by Dr. K. R. Trueman, 


that Principle 11 be amended to read as follows— 
“That the administration and finances of medical 
services insurance programs are completely separate 
from other programs and that any board, commission 
or agency set up to administer any medical services 
insurance programs has fiscal authority and au- 
tonomy.” 


Carried 
Moved by Dr. R. K. C. Thomson, 
seconded by Dr. F. L. Whitehead, 
that Principle 12 be adopted. 
Carried 
Moved by Dr. R. K. C. Thomson, 
seconded by Dr. G. G. Ferguson, 
that Principle 13 be adopted. 
Carried 


With regard to Principle 14, Dr. R. M. Hines said 
that it is his impression that the words “those acting on their 
behalf” could well apply to government. 


Moved by Dr. P. J. Banks, 
seconded by Dr. J. F. Tysoe, 


that Principle 14 be amended to read—‘‘That the 
amount of remuneration is a matter for negotiation 
between the physician and his patient, or doctor- 
approved plans, when acting on their behalf”. 
Not carried 
Moved by Dr. R. M. Hines, 
seconded by Dr. J. H. Gibson, . 


that the words “‘or those acting on their behalf” should 
be removed and the words “‘or those acting on his 
behalf” be added after the word ‘‘physician’’. 
Not carried 
Moved by Dr. M. L. Mador, 
seconded by Dr. S. N. Nathan, 
that Principle 14 be amended to stop after the words 
‘his patient’’. 
Not carried 
Moved by Dr. Glenn Sawyer, 
seconded by Dr. W. W. Wigle, 


that the words “‘or reimbursement” be deleted from 
Principle 14. 


Carried 
Moved by Dr. R. K. C. Thomson, 
seconded by Dr. Lorne Whitaker, 
that Principle 14 be adopted as amended. 
Carried 


Moved by Dr. R. K. C. Thomson, 
seconded by Dr. L. R. Rabson, 
that Section 137 be adopted, as amended. 
Carried unanimously 
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Moved by Dr. F. H. Wigmore, 
seconded by Dr. P. J. Banks, 


that The Canadian Medical Association believes that 
a single government-controlled scheme of medical care 
is not the answer to our health problems. 

Carried—6 opposed 


On behalf of thé Committee on Economics I would 
like to express appreciation to Mr. Freamo, Assistant 
Secretary (Economics) and to all the other members of the 
Secretariat for their efforts on our behalf. As Chairman, I 
would commend to you the Divisional Representatives who 
form this Committee. 

All of which is respectfully submitted. 


R. K. THOMSON, 

Chairman. 
Personnel of the Committee: 
Divisional Representatives: 


Dr. P. J. Banks, Victoria 

Dr. H. V. Morgan, Calgary 

Dr. J. L. Brown, Regina 

Dr. L. R. Rabson, Winnipeg 

Dr. C. B. Crummey, Toronto 

Dr. Gibson, E. Craig, Montreal 
Dr. W. Ross Wright, Fredericton 
Dr. A. L. Sutherland, Sydney 

Dr. F. A. MeMillan, Charlottetown 
Dr. J. D. B. Baird, St. John’s 


Moved by Dr. R. K. C. Thomson, 
seconded by Dr. E. R. Stewardson, 


that the Report of the Committee on Economics be 
adopted, as amended. 
. Carried 


The appreciation of the General Council was expressed 
for the valuable contribution which Dr. Thomson has made as 
Chairman of the Committee on Economics for the past few 
years. Dr. Thomson thanked the members of General Council 
for their expression of appreciation. 


Moved by Dr. Lorne Whitaker, 
seconded by Dr. R. Lemieux, 


that Section 35 of the Report of the Executive Com- 
mittee be adopted. 
Carried 


REPORT OF THE COMMITTEE 
ON REHABILITATION 


138. Mr. Chairman and Members of the General Council: 


1. From the reports submitted by the Divisional 
Representatives it is evident that provincial Com- 
mittee members, individually and as a group, have 
actively participated in the continued progress of 
Rehabilitation in Canada. 

2. The matter of training of medical and para-medical 
personnel is more timely than ever, considering the 
various projects under way. It is gratifying to report 
two concrete advances: In the fall of 1960 a School of 
Physical and Occupational Therapy will open in 
Winnipeg and in addition to the existing course in 
Physical Therapy the University of Alberta will have 
provision for training in Occupational Therapy. 

3. The shortage of physiatrists is a very serious problem 
especially with the introduction of Hospital Insurance. 
It is felt that the medical profession should arrange 
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proper publicity to encourage and attract more 
candidates into the field of Physical Medicine and 
Rehabilitation. It was found that not infrequently 
worthy candidates were discouraged by our own col- 
leagues possibly for lack of information on the op- 
portunities offered by the specialty. It is felt that every 
possible effort should be made to remedy this 
situation. 


4. It is becoming increasingly apparent that the medical 
schools should place greater emphasis on the clinical 
assessment and the management of chronic and dis- 
abling diseases. Some universities still do not offer 
instruction in Physical Medicine and Rehabilitation 
and others have allotted a clearly insufficient number 
of hours. Therefore, it is recommended that definite 
steps be taken to substantially increase the teaching 


of Physical Medicine and Rehabilitation in medical ~ 


schools. 


5. The special duty of your Committee on Rehabilita- 
tion for the 1959-60 term of office was to study 
especially the problem of Approval of Schools of 
Rehabilitation by The Canadian Medical Associa- 
tion. Two projects of basis of approval, one pertaining 
to Schools of Physical and/or Occupational Therapy, 
and the other to Schools of Speech Pathology 
and/or Audiology were circulated among the Com- 
mittee members. 


6. At the meeting of the Nucleus Committee, the pre- 
liminary project related to Physical and/or Occupa- 
tional Therapy was revised in line with the sugges- 
tions received from the Corresponding Members. 
However, the preliminary work related to courses of 
Speech Pathology and/or Audiology was abandoned 
for this year. One of the reasons for shelving the 
project was the lack of a Canadian Association of 
Speech Pathology and/or Audiology. Furthermore, it 
was felt that other medical specialties directly con- 
cerned in this type of training should also be con- 
sulted on the establishment of standards. 

The Canadian Association of Occupational Therapy 
and the Canadian Physiotherapy Association were 
both consulted in an advisory capacity on the project 
of Approval of Schools of Physical and/or Occupa- 
tional Therapy accepted by the Nucleus Committee. 
The Associations have each created their own Com- 
mittee to study the matter with the undersigned. 


Members of the Nucleus Committee on Rehabilita- 
tion and the special committees of the Canadian 
Association of Occupational Therapy and _ the 
Canadian Physiotherapy Association met in April, 
1960 to finalize the project. Copy of the final revision 
of the “‘Basis of Approval of Schools of Physical and/or 
Occupational Therapy in Canada” is added to this 
report as an appendix. 

It is recommended for adoption as The Canadian 
Medical Association Basis of Approval. 


All of which is respectfully submitted. 
G. GINGRAS, 


Chairman. 


~I 


oo) 


Personnel of the Committee: 
Nucleus: 


Dr. G. Gingras, Montreal (Chairman) 

Dr. G. Fisk, Montreal 

Dr. R. Lantier, Montreal . 
Dr. M. Mongeau, Montreal 

Dr. J. Crawford, Toronto 

Dr. J. R. Fowler, Edmonton 
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APPENDIX 


. BASIS OF APPROVAL OF SCHOOLS OF PHYSICAL 


AND/OR OCCUPATIONAL THERAPY IN CANADA 


Prepared by the Committee on Rehabilitation of 
The Canadian Medical Association 


PREAMBLE 


139. The Canadian Medical Association through its 
Committee on Rehabilitation as well as the Canadian 
Association of Occupational Therapy and the Canadian 
Physiotherapy Association with other relevant pro- 
fessional associations are directly concerned in the training 
program of physical and occupational therapists. 


The interest of organized medicine in the training 
of physical and occupational therapists stems from the 
fact that physicians and surgeons are primarily responsible 
for the care of sick and disabled people. Although many of 
the details of management are delegated to ancillary 
professional groups, the continuing responsibility of 
doctors is such as to require that they be interested in and 
assume some responsibility for the training of para- 
medical personnel. 


For many years Canadian schools were approved 
by the Council on Medical Education and Hospitals of 
the American Medical Association. We were very grateful 
for this. However, this Council has withdrawn their 
program of accreditation in Canada. 


The Canadian Medical Association through its 
Committee on Rehabilitation recommends standards in 
cooperation with the Canadian Association of Occupa- 
tional Therapy, the Canadian Physiotherapy Association 
and such other bodies as may be deemed desirable, inspects 
and approves schools and publishes lists of approved 
schools. These standards are designated as a guide to 
provide an effective educational basis and for the informa- 
tion of physicians, hospitals, schools, prospective students 
and others, and for the protection of the public. Physical 
and/or occupational therapists are being trained in these 
schools to practice under the direction of qualified mem- 
bers of the medical profession. 


It is clear that essential requirements are man- 


datory in assessing any school for the purpose of approval. 
These essentials are as follows: 


I. Organization and Administration 
II. Faculty 
III. Services and Facilities 
IV. Training Program 


I. ORGANIZATION AND ADMINISTRATION 


140. 1. Training programs shall be established in associa- 
tion with the Faculty of Medicine of a University or 
under direction and with facilities acceptable to the 
Committee on Rehabilitation of The Canadian 
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Medical Association, the Canadian Association of 
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Occupational Therapy and the Canadian Physio- 
therapy Association. 


. The teaching and training program for students in 


physical and/or occupational therapy is best estab- 
lished in an affiliated school under the jurisdiction of 
the Faculty of Medicine for it guarantees the avail- 
ability of a competent teaching staff, adequate clinical 
cases, the opportunity for audio and visual aids and 
the general cultural atmosphere is conducive to 
maintenance of a high standard of professional train- 
ing and ethics. In a university, proper provision can 
also be made for suitable degree courses in these 
professions. 


. A physician whose qualifications are acceptable to the 


Committee on Rehabilitation of The Canadian 
Medical Association shall be responsible for the 
organization, continued development and general 
effectiveness of the training program. It is strongly 
recommended that Schools appoint a Faculty com- 
mittee to assist in formulating these policies. 


. A detailed syllabus shall be submitted for approval 


to the Committee on Rehabilitation of The Canadian 
Medical Association. 


. The duration of the course shall be of a length accept- 


able to the Committee on Rehabilitation of The 
Canadian Association. 


. A calendar describing the curriculum shall be issued 


at regular intervals. 


. Selection of students shall be in accordance with 


general university admission procedures in coopera- 
tion with the School of Physical and/or Occupational 
Therapy. Admission data may be considered by the 
appropriate accrediting body. 


. Examinations shall be held periodically throughout 


the course. 


. Students records shall be kept on file in accordance 


with university requirements and may be considered 
by the appropriate accrediting body. 

The number of students shall be limited by the 
facilities of the School. 


II. Facuury 


A physician whose qualifications are acceptable to the 
Rehabilitation Committee of The Canadian Medical 
Association shall be responsible for the training 
program. 

The members of the teaching staff shall be qualified 
through adequate training and experience. Instructors 
of physical and/or Oecupational therapy shall be 
eligible for membership in the Canadian Association 
of Occupational Therapy or the Canadian Physio- 
therapy Association. It is recommended that such 
teachers have had a post graduate training in their 
specialty. The teaching staff may be on a full or part 
time basis. 

Frequent official staff meetings are essential in the 
conduct of an acceptable school of physical and/or 
occupational therapy. 


III. Services AND FactLities 
Adequate space, heat, light and modern equipment 
shall be provided. Classroom facilities shall be avail- 
able for student laboratory practice in. therapy. 
Charts, models, slides, films, specimens and other 
appropriate teaching aids shall be available. 








16. 


18. 


19. 


. Appropriate equipment and laboratory supplies shall 
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be provided in sufficient quantities for demonstration 
and student participation in laboratory courses. 

Library facilities shall be readily accessible and shall 
contain an adequate supply of books, periodicals and 
other reference materials related to the curriculum. 


. Clinical training and experience shall be obtained only 


in departments which are headed by a qualified 
physical and/or occupational therapist under the 
direction of a physician whose qualifications are 
acceptable to the Committee on Rehabilitation of 
The Canadian Medical Association. These depart- 
ments shall be located in institutions which have 
sufficient patient loads, qualified personnel and 
adequate equipment to provide the type and amount 
of experience for which the student is assigned. 
Students shall not be sent to private offices of 
physicians for clinical practice. 


IV. Traininc ProGRAM 


The minimum admission requirements to the course 
which will qualify a student for the practice of 
physical and/or occupational therapy shall be 
standard university requirements. 


Minimum requirements following senior matricula- 
tion or one year of university. 


A. OccuPATIONAL THERAPY 
Clock 
hours 
Basic Sciences to include: 
sci ate Meaeks pawns 30 
Biological Sciences to include: 
Anatomy including ern 
and histology. . sa aia 
Fhys ology including neuro- 
isi va dxwke sane 90 
Ns it eee inne eair ees) 15 
 iiirnrnrscon mean 60 
420 
Clinical subjects to include lectures 
and clinical teachings: 
Internal Medicine, Surgery, 
Orthopedics, Rehabilitation, 
Neurology 
Nit pike hiceiieed wakes 90 
210 
Theory and Techniques of Occupa- 
tional Therapy to include: 
PN a vo Si wee wdneonas 
Work Performance and Pre- 
Vocational Assessment......... 
Activities of _— oe Pe 
Aids, etc.. 


Other Areas to include: 
Administration................. 


Principles of Nursing............ 
Prosthetics and Orthotics........ 
ee 
Speech Therapy... .........64.. 
Orientation to Physical Therapy 

—— 60 
Clinical Affiliation (described 


below) not including internship 336 





Total 1,856 
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B. PuystcaL THERAPY 


Clock 


hours 





Basie Sciences to include: 
| Se errr 30 
a ie aaah Wis 30 


60 





Biological Sciences to include: 
Anatomy including ay 
and histology. . : as 
Physiology including neuro- 
phy eae ke city eelene’ 90 
I a Pg anal wh 15 
Psychology 


Clinical Subjects to include lectures 
and clinical teachings: 
Internal Medicine, Surgery, 
Orthopedics, Rehabilitation, 150 
Neurology, Obstetrics 
ied sien s hoa nenn ves 90 


—— 18 


Theory and Techniques of Physical 
Therapy to include: 
Electrotherapy................. 150 
Kinesitherapy.................. 500 


Other Areas to include: 
Administration 
Ethics. . 
Principles of Nursing. . 

Prosthetics and Orthotics Ss. 

Social Studies................... 

Speech Therapy................ 

Orientation to Occupational 
Therapy 


—_—— 60 


Clinical Affiliation (described 
below) not incfuding internship. . . 550 





Total 1,920 


C. CoMBINED PHYSICAL AND OCCUPATIONAL THERAPY 


Basic Sciences to include: 
I eG Cab uaeeed eens Cees 
ee Bie Ohne sung 5 


— 60 
Biological Sciences to include: 
Anatomy including reer 
and histology... ee ee 
Physiology inc luding neuro- 
EOE TE ETE 90 
i i aaa hie aria ase 15 
RS os de cre eles aware’ 60 
420 





Clinical Subjects to include lectures 
and clinical teaching: 
Internal Medicine, Surgery, 


Orthopedics, Rehabilitation, 150 , 
Neurology, Obstetrics 
ee ea tisk ent main 90 


420-* 


21. 


23. 
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Other Areas to include: 


Principles of Nursing. . 
Prosthetics and Orthotics i 
PR a waves vavenvwseeis 
Speech Therapy................ 
— 60 


Theory and Techniques of Occupa- 
tional Therapy to include: 
re 
Work Performance and Pre- 
Vocational Assessment Activities 
of Daily Living, Self-help Aids, 


Plus Clinical Affiliation (described 
below) not including internship 


1,015 


Theory and Techniques of Physical 
Therapy to include: 
Electrotherapy................. 150 
IT ise vc ascceses ves 
Plus Clinical Affiliation (described 

below) not including internship 





1,015 





Total 2,810 
The academic training course shall include supervised 
learning and experience through which the student: 
acquires understanding and skill in physical and/or 
occupational therapy techniques; learns to deal with 
the emotional and mental problems of patients; 
accepts responsibilities as a participating staff 
member aware of the need for adherence to medical 
ethics in all relationships; recognizes the contribution 
of and learns to work with other professional and non- 
professional personnel in attaining the objectives 
of the treatment plan prescribed by the physician. 
The student’s assignments should be so rotated that 
experience is gained in the treatment of patients of all 
age groups with diseases and disabilities previously 
studied theoretically and in clinics. 


. At the beginning of each clinical assignment the 


School shall supply the physical and/or occupational 
therapist in charge with pertinent information 
regarding students’ education and experience. It is 
recommended that supervisors of the clinical training 
departments be members of the teaching staff of the 
School. As such, they should be familar with the 
contents of the school courses pertinent to the 
particular area of physical and/or occupational 
therapy in which students are being trained so that 
effective correlation of theoretical and clinical train- 
ing may be achieved. An outline of the clinical 
training program should be submitted to the School 
with which affiliation is maintained. 

Each affiliated institution should have a well defined 
program to interpret the function of physical and/or 
occupational therapy in their own area or type of 
service, including the following: 

(a) Orientation to the program of the Institution; 

(b) Participation in the treatment procedures; 

(c) Methods of determining progress, evaluation and 
recording results; 
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(d) Plan for patients on discharge; 


(e) Organization and administration of the physical 
and/or occupational therapy department. 


24. There should also be a planned program of lectures, 
clinics, staff meetings, conferences, etc., to give the 
student adequate understanding of the medical back- 
ground and allied professional services in the field or 
fields in which each institution is concerned. 


bo 
or 


Each supervisor should maintain records covering the 
student’s personal adjustment and general abilities. 
A report based on these records should be sent to the 
School on termination of the student’s period of 
training. 


METHOD OF APPLICATION FOR APPROVAL 


26. Application for approval of training courses must be 
made to The Canadian Medical Association. Forms 
for this purpose will be supplied upon request. The 
completed application form will be submitted to their 
Committee on Rehabilitation for review and recom- 
mendations concerning approval. Approval shall be 
granted for a period of three years provided that the 
minimal requirements are being maintained. The 
Canadian Medical Association reserves the right, at 
any time, after due notice, to arrange for inspection 
of the school by the person, or persons, appointed by 
The Canadian Medical Association for that purpose. 


. The Training School will be notified of the action taken. 


28. A list of approved schools will be published at regular 
intervals in the Canadian Medical Association 
Journal. 


i] 
~I 


29. Approval may be withdrawn whenever The Canadian 
Medical Association in cooperation with the Canadian 
Association of Occupational Therapy and/or the 
Canadian Physiotherapy Association finds that a 
School does not maintain an educational service in 
accordance with the above standards, or if a training 
program has not been in operation for a period of two 
or three consecutive years according to the duration 
of the training course or if the student enrolment is 
below two. 


Dr. A. M. Goodwin said ‘that in Manitoba they feel 
that these schools should be in connection with a university, 
and he doubted the necessity of approving such university 
course. 


Dr. Gingras said that it was the feeling of his Com- 
mittee that, now that the subject of rehabilitation is becoming 
increasingly important, it is essential that those persons who 
work in rehabilitation under-doctors, should be checked by the 
doctors themselves. 


The General Secretary said that no competent author- 
ity in Canada has approved the schools in which the occupa- 
tional and physiotherapists have trained. He felt that it is 
quite right for the C.M.A. to fill the gap and establish high 
standards of training. He said that he doubted that any uni- 
versity would object to having its school inspected and approved, 
and he felt that such approval would give the occupational and 
physiotherapists a status which they do not now enjoy and 
which would assist them. 


Moved by Dr. Gustave Gingras, 
seconded by Dr. R. Lemieux, 


that Sections 138-140, the Report of the Committee on 
Rehabilitation, and appendix, be adopted. 


Carried 
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REPORT OF THE COMMITTEE 
ON PHARMACY 


Mr. Chairman and Members of the General Council: 


141. As you are all aware, new regulations under the 
Food and Drugs Act have been promulgated, placing 
sedatives, hypnotics and ataractics on the prescription list 
(Schedule F). As new drugs of these and other types are 
introduced, the need for adding them to this list is con- 
sidered by a sub-committee on the basis of the principles 
laid out in last year’s report. It must be emphasized again 
that the practical effects of this legislative action will 
depend in great measure upon the degree of cooperation 
which is given by individual members of the medical pro- 
fession. 


142. The general situation with regard to drugs should 
be a matter of concern to this Association. New drugs are 
being introduced at a rate of more than one hundred per 
annum, and new combinations of drugs are being marketed 
in a way which creates confusion. Some of the new com- 
pounds represent real advances in therapeutics, while 
others have very little advantage over the older agents 
which they supplant so rapidly. When new agents are 
introduced at this rate there is no opportunity for sober 
evaluation of their merits or publication of the results of 
such studies before they are widely advertised to the pro- 
fession. Nonetheless, the sale of most of these drugs is 
directly due to the fact that they are prescribed by 
doctors. Your Committee feels that there are two aspects 
to this problem. The first requires that the individual 
physician consider carefully the evidence upon which the 
claims for new drugs are based, and the actual advantage 
(or disadvantage) likely to be enjoyed by the patient for 
whom he contemplates prescribing them. The second has 
to do with the provision of greater facilities for clinical 
trials of new drugs and their publication by institutions 
capable of doing the work properly, possibly with the 
support of a pooled fund to which the pharmaceutical 
manufacturers would be willing to contribute. 


143. The cost of drugs has been a matter of much dis- 
cussion in recent months. There is no doubt that the 
pharmaceutical houses have made many contributions in 
past years to our ability to alleviate illnesses which in the 
aggregate represent an almost incalculable economic and 
humanistic gain to our community. There is some evidence 
to suggest that the return which they are receiving on 
their original investment is excessive. Your Committee is 
not in possession of sufficient factual evidence to pass 
judgment on this question, but there is no doubt that it 
is a matter which should concern this Association greatly. 
Many of the advertising practices of the drug houses 
appear wasteful and unprofessional. This applies particu- 
larly to direct mail advertising to the doctors. This has 
reached the point where it is nothing more than a nuisance 
to its recipients and your Committee would recommend 
that representations be made to the Pharmaceutical 
Manufacturers Association that it should be discontinued, 
and the saving passed on to our patients. 


144. While the use of generic names rather than trade 
names in writing prescriptions is a practice which should 
receive general support, it will only benefit patients when 
more than one reputable firm manufactures the item in 
question. The way in which drugs are manufactured and 
the degree of quality control exerted are matters of im- 
portance to us, and we should not place ourselves in the 
position of condoning patent violations. 
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145. A matter which should receive attention is the 
presence in most penicillin-streptomycin mixtures of 
dihydro-streptomycin in quantities which may produce 
deafness in old people or patients with renal insufficiency. 
This has received wide publicity in other countries, and it is 
probable that the general use of this particular combination 
should be discontinued. There is also some concern re- 
garding the possibility that iron-dextran compounds for 
intramuscular injection may be carcinogenic, since they 
have been demonstrated to produce sarcomata in rats. 
The indications and advantages of this medication over 
other forms of iron are so small that the acceptance of any 
risk of this sort cannot be justified. 


Dr. L. C. Grisdale said that he would take exception 
to the statements made in Section 145, with regard to iron- 


dextran compounds, for he felt that there was not sufficient. . 


proof to substantiate this recommendation. 

Dr. G. D. W. Cameron said that the attitude of the 
Government towards this preparation is that the evidence does 
not warrant the recall of the preparation from the market. 
However, the company manufacturing this drug has agreed 
to suspend sales promotion. 


Moved by Dr. L. C. Grisdale, 
seconded by Dr. W. A. Cochrane, 


that the last sentence of Section 145 be deleted and 
replaced by: 
“We feel this should be recognized when using this 
drug.” 

Carried 


146. The sale of patent or proprietary medicines to 
induce sleep may have increased since the sedatives and 
hypnotics have been placed on the prescription list. The 
ingredients of these medicines are reviewed by a profes- 
sional committee and controlled in a way which protects 
the public from injury, but some economic injustice may 
be perpetuated. It would lie within the powers of the Food 
and Drug Division of the Department of National Health 
and Welfare to prohibit the advertisement of any remedy 
to the public for the relief of insomnia, and some members 
of your Committee favour such an action. However, for 
the moment at least, the Committee as a whole does not 
support this view, on the ground that it is a matter which 
would be better dealt with by education rather than by 
legislation. 


All of which is respectfully submitted. 


K. J. R. WIGHTMAN, 
Chairman. 
Personnel of the Committee: 
Nucleus: 


Dr. K. J. R. Wightman, Toronto (Chairman) 

Dr. D. J. Mackenzie, Toronto 

Dr. W.S. Metzler, Toronto 

Dr. H. J. Watt, Toronto 

Dr. E. A. Sellers, Toronto 

Dr. W. B. Charles, Toronto 
Divisional Representatives: 

Dr. C. C. Covernton, Vancouver 

Dr. D. L. MeNeil, Calgary 

Dr. H. Sugarman, Saskatoon 

Dr. M. Nickerson, Winnipeg 

Dr. F. 8S. Brien, London 

Dr. Roger Dufresne, Montreal 

Dr. H. O. Tonning, Saint John 

Dr. W. E. Callaghan, Summerside 
Dr. Ian Rusted, St. John’s 
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Moved by Dr. R. O. Jones, 
seconded by Dr. H. V. Morgan, 


that the Report of the Committee on Pharmacy be 
adopted, as amended. 


Carried 


REPORT OF THE COMMITTEE 
ON THE MEDICAL ASPECTS OF 
TRAFFIC ACCIDENTS 


Mr, Chairman and Members of the General Council: 


147. During the past year, an informal meeting of the 
corresponding members was held in July, 1959 in Edin- 
burgh, when broad plans for the year were discussed. 


148. The Nucleus Committee composed of nine Ottawa 
doctors met four times, and the whole Committee met in 
Ottawa for two days in March. There was a full attendance 
at this meeting. 


149. Most of the time on the first day was devoted to 
reports from the ten Provincial representatives. These 
resulted in valuable interchange of information and ideas 
and formed the basis of several recommendations. 


150. A study is now under way in Montreal which is a 
retrospective survey of about 19,000 city accident records 
from police and hospital files. This project is supported by 
federal Health Grants and the Rotary Club of Montreal. 


151. The Ontario Committee completed a survey of 
ambulance services in the Province and is now conducting 
a pilot study of all traffic accidents in the Cornwall area. 
Under the direction of Dr. Lorne Caldwell of Cornwall, 
this project has the active cooperation of the Provincial 
and Municipal Police, telephone companies, ambulance 
operators, hospital staffs and doctors. Detailed records of 
each accident are being compiled for a twelve-month 
period, with particular reference to communications, am- 
bulance services, first-aid and emergency hospital treat- 
ment. 


152. A ‘Medical Guide for Physicians in Determining 
Fitness to Drive a Motor Vehicle” has been introduced 
by the Provincial Government in British Columbia. This 
was prepared by the B.C. Division of the C.M.A. in co- 
operation with the Departments of Health and Welfare 
and the Attorney General. This Guide was used as the 
basis of a discussion by a medical panel at the 6th Annual 
Meeting of the Canadian Highway Safety Council in 
Vancouver on May 2nd and will be studied by other 
Divisions. 

153. The recommendations for ‘Visual Standards for 
Drivers” prepared by the Motor Drivers Vision Committee 
of the Canadian Ophthalmological Society were fully dis- 
cussed. The full report is appended for your consideration. 


154. The relationship between the C.M.A. and the 
Canadian Highway Safety Council received considerable 
discussion, and it was recommended that our Association 
maintain close liaison with that organization for the 
mutual benefit of both. It is the considered opinion of 
your Committee that the C.M.A. become a sustaining 
member of the Canadian Highway Safety Council in 
recognition of the good work that is being done by that 
organization in traffic safety. It is also recommended that 
the Provincial Chairmen of this Committee maintain a 
close liaison with corresponding provincial branches of the 
Canadian Highway Safety Council. 
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155. Mr. Chairman, I would be remiss in my duty if I 
did not record in this report to the Council that in 1959, 
3,202 traffic fatalities were reported in Canada by the 
Canadian Highway Safety Council, an increase of 2.2% 
over the previous year. In addition, 84,445 persons were 
injured, an increase of 5.4% and highway accidents in 
Canada last year totalled 241,680 which was up 6.3%. 
There are several important medical aspects in this grim 
picture and the medical profession must accept its share 
of responsibility in this serious problem. Your Committee, 
therefore, has made the following recommendations: 

1. AMBULANCES: While the ambulance on duty should 
have priority on the highway, excessive speed is not 
essential. It is recommended in the best interests of 
the patient, that ambulance drivers should obey local 
traffic regulations and that discretion should be ob- 
served in the use of sirens. 

The Committee, while commending the work of 
ambulance operators, recognizes that often ambulance 
operators do not get paid for their services, and 
recommends further study with a view to devising a 
method of adequate payment of their accounts. 

2. Seat Bevts: As the use of seat belts has been shown to 
reduce effectively the number and severity of traffic 
injuries, the Committee recommends the installation 
of satisfactory seat belts and their use by all car 
occupants. 

3. PHysIcAL AND MENTAL STANDARDS FOR DRIVERS: 
The Committee recommends the preparation and 
adoption of physical and mental standards for the 
guidance of Provincial authorities. The Provincial 
Committees are now studying the standards prepared 
by the B.C. Division. 

4, VisuaL StanpARDs: The Committee recommends the 
acceptance of visual standards prepared by the Cana- 
dian Ophthalmological Society. This report is appended 
for your consideration. 

5. Youne Drivers: The Committee views with concern 
the increasing number of accidents involving drivers 
from age 16 to 18, and recommends continuing study 
in this area. 

6. Driver Epucation: In order that young drivers may 

develop proper attitudes and understand the responsi- 

bilities of driving, the Committee recommends the 
principle of “Driver Education of High School 

Students” at least as an extra-curricular activity. 

. EMERGENCY TREATMENT: It is recommended that all 
small hospitals be adequately equipped and prepared 
to render immediate resuscitation to traffic accident 
victims, and where necessary, to prepare them for 
transportation to other centres for more specialized 
treatment. 

8. AtcoHoL: The Committee recognizes alcohol as an 
important cause of traffic accidents and recommends 
that further studies be carried out with a view to 
developing means of controlling the use of alcohol as 
related to traffic accidents. 

9. INsuRANCE: The medical profession is aware that 
many innocent victims of traffic accidents suffer 
permanent physical disabilities, and undergo con- 
siderable hardship of insufficient insurance coverage 
to provide them with sustenance following their disa- 
bility. The Committee recommends a thorough study 
of the whole problem of adequate protection for the 
public against disabilities which may result from traffic 
accidents. 

10. ResEARcH: The Committee commends the valuable 

research projects now being carried out in several 
provinces, and strongly recommends a more aggressive 
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program of medical research into the causes of the 
traffic accidents. 

11. ANNUAL MeEeEtING: The Committee recommends an 
Annual Meeting of the whole Committee and asks 
that funds be provided in next year’s budget to 
permit this. 


All of which is respectfully submitted. 


WALLACE TROUP, 
Chairman. 
Personnel of the Committee: 
Nucleus: 


Dr. Wallace Troup, Ottawa (Chairman) 
Dr. Howard Bagnall, Ottawa 

Dr. W. Arthur Blair, Ottawa 

Dr. David Hooper, Ottawa 

Dr. J. Ian Jeffrey, Ottawa 

Dr. David Kubryk, Ottawa 

Dr. Stanley Mercer, Ottawa 

Dr. 8. Y. Shirley, Ottawa 

Dr. Donald A. Young, Ottawa 

Dr. Lorne A. Caldwell, Cornwall 


Divisional Representatives: 
Dr. R. M. Peet, Victoria 
Dr. T. J. Speakman, Edmonton 
Dr. C. H. Andrews, Prince Albert 
Dr. N. C. Hill, Winnipeg 
Dr. O. F. Beamish, Kemptville 
Dr. Harold W. Elliott, Montreal 
Dr. Emery L. White, Bathurst 
Dr. G. E. Robinson, Tyne Valley 
Dr. A. L. Murphy, Halifax 
Dr. D. L. Sutherland, St. John’s 


Executive Committee Comment 


It is recommended that ambulance drivers be 
instructed in first aid and the transportation of uncon- 
scious patients. It is further suggested that aspiration 
equipment be required in all ambulances. 


VISUAL STANDARDS—MOTOR DRIVERS 


Recommendations by the Motor Drivers Vision Committee 
of the Canadian Ophthalmological Society 1959 


PREAMBLE 
The members of this Committee are: 
Dr. D. G. Simpson, Vancouver, (Chairman) 
Dr. C. H. Andrews, Prince Albert 
Dr. R. G. C. Kelly, Toronto 
Dr. J. V. V. Nicholls, Montreal 
Dr. C. F. Keays, Halifax 


Prior to the formation of this Committee these mem- 
bers had done a considerable amount of work on this sub- 
ject as members of committees of ophthalmologists in their 
provinces. It is hoped that the opinions expressed here can 
be considered to express fairly the consolidated opinion 
of ophthalmologists from coast to coast. In its delibera- 
tions the Committee has endeavoured to choose Standards 
which will eliminate those whose visual defects might 
cause accidents; and yet not to make the Standards 
stricter than those levels of visual efficiency which ex- 
perience and experiment have made us consider to be 
factors in the cause of accidents, in order not to eliminate 
those who might make a just claim to be fit to drive. 

Tests of doubtful value have been eliminated to 
make test station procedure as simple and efficient as is 
consistent with adequate testing of the visual skills needed 
for driving. 
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These Standards represent the best opinions of our 


time but factual scientific data to back them are deficient 
and therefore we must be prepared to change them as 
increasing knowledge may make it necessary. 


The subject is considered under the following 


headings: 


I. Vision Standards for drivers of two categories 
of vehicles: 
1. Commercial and Public Transport 
2. Private cars 
II. Visual aids 
III. Administration 
IV. Appendix 


I. MINIMUM VISION STANDARDS 


A. STANDARDS 


1. Commercial and Public Transport 
(a) Vision: 20/30 in one eye, 20/50 in the other eye, 
with or without glasses. 
(b) Fields: 120° in each eye. 
2. Private Cars 
(a) Vision: 

(1) 20/40 in one eye, better than 20/200 in 
other eye, with or without glasses. 

(2) 20/60 in one eye, better than 20/200 in 
other eye, with or without glasses. It is 
recommended the license should be en- 
dorsed “restricted to driving in daylight”. 

(3) 20/40 in one eye, 20/200 in other eye or 
worse (including one-eyed), with or without 
glasses. It is recommended the license be 
endorsed “drive only with an adequate 
outside rear view mirror located on the side 
of the poorer sight.” 


(b) Fields: 

(1) 120° horizontally in each eye. 

(2) 120° horizontally in better eye, but less than 
120° in other eye (including one-eyed). It 
is recommended that the license be en- 
dorsed “drive only with an adequate out- 
side rear view mirror located on the side 
with the poorer sight.” 


B. MeEtuops: or TESTING: 


(a) Visual Acuity—Snellen’s test chart illuminated by 
20 equivalent foot-candles per square inch (e.g. by 
one 100-watt bulb on each side of the chart 46 
inches away from the surface). The general illumina- 
tion of the room should be 5 equivalent foot-candles. 
To avoid glare neither the general nor the chart 
illumination should shine directly into the eyes of 
the candidate. It is recommended that there be 
several charts of different lettering or numbers to 
confound the ‘“‘memoriser’” and to prevent the 
sequence of letters being passed on to later 
candidates. 

(b) Fields Horizontal—Tested on an adequately illu- 
minated perimeter with a hand actuated white test 
object of 3 mm. size and at a distance from the eye 
of 330 mm. 


C. EXPLANATORY NOTEs: 


(a) Depth Perception: Omitted from vision testing 
because of the inadequacies of present testing 
apparatus. The road test efficiently tests this 
faculty and is practical. Muscle balance tests are 
omitted because they do not test the functions 
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required for driving except that they are indirectly 

connected with depth perception. 

(b) Colour Vision: Omitted from vision testing because 
efficient practical testing occurs during the road 
test by the prompt recognition of traffic signal 
lights. See also suggestion under the heading of 
Visual Aids. 

(c) Night Vision: Omitted from vision testing because 

modern headlights ensure the use of cone vision 

(daylight vision cells). Diseases causing dangerous 

night blindness are usually accompanied by a 

reduction in vision and/or fields which will be 

detected by the tests and the candidate will be 
advised or instructed to see an ophthalmologist. 


II. VISUAL AIDS 


. Glasses: The detailed recommendations of the com- 


mittee concerning glasses will be found in the following 
section (Administration). 


Mirrors: Most cars have a rear view mirror near the 
centre of the windshield as standard equipment. Much 
improvement in vision to the right and left rear of the 
car can be obtained by means of side mirrors. Modern 
multiple lane highways with the need to change from 
one lane to another have increased the importance of 
being able to see to the right and left rear of the car. The 
committee suggests that the licensing authorities might 
consider making additional mirrors mandatory on all 
vehicles. Private car drivers with one eye defective, 
(because of vision 20/200 or less with or without 
glasses, or because of a horizontal field of less than 120° 
in one eye) should be aided by having a rear view 
mirror on the side of the defective sight (or on both 
sides). See appendix. 


Traffic lights: Colour blindness affects an important 
number of persons (about 4% of males). Colour blind 
persons recognize the lights from their relative position. 
Severely adverse weather conditions (e.g. fog at night) 
could obscure the light assembly and permit con- 
fusion. It is suggested that traffic engineers and 
licensing authorities might consider a double red light 
and single amber and green lights. 


III. ADMINISTRATION 


The committee respectfully offer some suggestions 


on organization for the consideration of administrative 
authorities. 


Bs 





Test Stations: Operated by licensing bureau personnel 
to conduct tests of vision and fields in conjunction with 
the road tests. It is recommended that referral for 
further vision testing should be considered when: 

(a) Where the vision is less than 20/20 in either eye, 
with or without glasses, it is recommended that the 
candidate be advised to have his eyes examined so 
that disease may be treated or glasses prescribed 
in order to obtain the best vision possible. The 
candidate should be advised to wear glasses for 
driving if they improve his vision one line or more 
on the test chart. 

(b) In “borderline” cases where the corrected vision is 
less than 20/30 in either eye or the horizontal field 
less than 120° in either eye, or failure to pass the 

vision tests, it is recommended that the candidate 

be instructed to have his eyes examined by an 
ophthalmologist so that disease may be treated, 
or glasses prescribed with the prospect that he 
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may be able to improve his visual performance. 
It is recommended that the ophthalmologist 
complete a form giving his findings to be con- 
veyed by the candidate to the test station for their 
information. It is recommended that the candi- 
date be retested, if desired, by the test station 
personnel to decide whether to issue a license 
and whether to apply restrictions. If, in spite of 
treatment or glasses, the candidate is unable to 
pass the vision tests he may appeal to the Appeal 
Board. 


Exceptions: A candidate need not be referred if he has 
an artificial eye (or is aware as a result of a previous 
consultation with an ophthalmologist, that nothing 
can be done for the “blind” eye.) He can be licensed 
on the merits of his better eye. 


. Restrictions: In order to make some of the Standards 


acceptable certain endorsements on licenses are 

advised viz: 

Commercial Transport and Private Cars: 

(a) If glasses are needed to pass the tests the license 
should be endorsed “drive only when wearing 
adequate eye glasses.” 

Private cars: 

(b) Where the vision is only 20/60 in one eye but 
better than 20/200 in the other even with glasses, 
it is recommended that the license be endorsed 
“restricted to driving in daylight.” 

(c) Where the vision is 20/40 in one eye, 20/200 or 
worse in the other (including one-eyed), it is 
recommended that the license be endorsed “drive 
only with an adequate outside rear view mirror 
located on the side with the poorer sight.” 

(d) Where the horizontal field is 120° in one eye and 
less than 120° in the other eye, it is recommended 
that the license be endorsed “drive only with an 
adequate outside rear view mirror located on the 
side with the poorer sight.”’ 


Appeal Board: To consider appeals by those dis- 
satisfied with the decisions of the test station person- 
nel. It is recommended that the board be constituted 
by the licensing authority who may appoint ophthal- 
mologists as advisors to be called upon as required. 
The Board may require a candidate to have an examina- 
tion and report by an ophthalmologist appointed by 
the Board. 


Speed Restrictions: The committee feels that if the 
candidate is not considered fit to drive at the allow- 
able speed he should not have a license, e.g. a person 
restricted to 35 mph is ajmenace in a 50 mph zone. 


Night Driving: The committee, realizing that a high 

percentage of accidents occur at night and that this is 

partly due to reduced visibility, suggest that author- 
ities consider making a lower speed limit at night. 

Re-Testing: The committee recommends— 

(a) That licenses be valid for 5 years and a re-test made 
before re-issue. 

(b) That for people over 70 years, licenses be valid 
for one year and a re-test made before re-issue. 
Further, it is recommended that the authorities 
consider whether it is desirable for candidates who 
have passed the vision tests to have a physician’s 
certificate of fitness before re-testing. : 

(c) That in the case of officially reported accidents, 
physical testing or re-testing is recommended for 
the drivers involved. The results of these tests 
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should be available for study to determine the 
relative importance of visual factors in accident 
causation. 


TABLE OF MINIMUM VISION STANDARDS 


Vision Fields Endorsements 


Commercial and 

Public Trans- 

DORs ces... eee 20/50 120° each eye — 

Private Cars 20/40 better than 20/200 120° each eye 
20/60 better than 20/200 120° each eye drive + 





only 
20/40, 20/200 or worse 120° in better drive with 
including one-eyed eye, less than adequate out- 
120° other eye side rear view 
mirror on 


defective side 


IV. APPENDIX 


Mirrors: The committee’s deliberations on this 
subject have been lengthy and a record of some of the 
findings seems desirable: 

‘Adequate outside mirror” defined as: 

4” at least (preferably 5’’) in horizontal measure- 

ment placed, angled and fixed to give the driver 

in the normal position vision to the rear along the 

side or sides. 

Fender mirrors so placed as to be clearly seen 

through the part of the windshield cleared by 

wipers. 

Door post mirrors so placed as to be clearly seen 

through the area of door windows kept clear in 

winter by frost shields. 

Undecided features of some outside mirrors: 

—tinting 

—convex-slightly convex mirrors give a greater 
area of vision, but increase the apparent 
distance of the car behind. 


Moved by Dr. O. F. Beamish, 
seconded by Dr. J. D. Markham, 


that Section 155-1 be amended by adding the following 
as a third paragraph: 

“When this critical economic situation of ambulance 
operators is overcome, it is recommended that, then, 
ambulance drivers be required to have adequate in- 
struction in first aid and in the proper transportation 
of unconscious patients and furthermore that am- 
bulance operators be required to adequately equip their 
ambulances.”’ 

Carried 
Moved by Dr. R. M. Hines, 
seconded by Dr. Lorne Whitaker, 
that the Report of the Committee on the Medical 
Aspects of Traffic Accidents be adopted, as amended. 
Carried 


REPORT OF THE COMMITTEE ON 
OCCUPATIONAL MEDICINE 


Mr. Chairman and Members of the General Council: 


156. In December, 1959, I was given the honour and 
privilege of chairing the Committee on Occupational 
Medicine following the resignation of Dr. R. G. 
Warminton. 

157. There were two meetings of the Nucleus Committee 
during the year for discussion and work on the booklet, 
“Guiding Principles for the Provision of Occupational 
Health Services”. This was published and distributed in 
its final form in January, 1960. It was also reproduced in 
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the C.M.A.J. in February, 1960. The booklet has been 
very well received and there has been such a heavy demand 
for it that a second printing is already under way. It is 
being sought in large numbers by many industrial and 
labour groups as well as the nursing and medical pro- 
fessions. 


158. The Committee has tentative plans to study and 
establish additional standards for the various types of 
occupational health services. Also under consideration is 
a project to standardize statistical and disability recording 
in Occupational Health Services. 


159. The continuing enthusiasm and fine cooperation of 
all members of this Committee is much appreciated. 


All of which is respectfully submitted. 


DONALD K. GRANT, 


Chairman. 
Personnel of the Committee: 
Nucleus: 


Dr. Donald K. Grant, Toronto (Chairman) 
Dr. K. Bell, Thorold 

Dr. R. G. Birrell, Toronto 

Dr. F. Brent, Montreal 

Dr. H. Gagnon, St. Hyacinthe 

Dr. C. D. Shortt, Montreal 

Dr. A. F. W. Peart, Toronto (Secretary) 


Divisional Representatives: 
Dr. J. A. MacMillan, Vancouver 
Dr. T. R. Hamilton, Calgary 
Dr. W. 8. Allan, Regina 
Dr. H. L. MeNicol, Flin Flon 
Dr. R. G. Birrell, Toronto 
Dr. Milton G. Townsend, Montreal 
Dr. Herve Gagnon, St. Hyacinthe 
Dr. C. H. Johnson, Edmundston 
Dr. F. D. Kemper, Halifax 
Dr. L. E. Lawton, St. John’s 


Moved by Dr. Lorne Whitaker, 
seconded by Dr. H. G. Fletcher, 
that the Report of the Committee on Occupational 
Medicine be adopted. 
Carried 


REPORT OF THE COMMITTEE 
ON INCOME TAX 


Mr. Chairman and Members of the General Council: 


160. Several years ago your Committee submitted a brief 
to the Minister of Finance. It was in three parts and the 
third dealt with the cost of graduate and postgraduate 
education. Your Association advocated depreciation of 
this cost during the years in which the doctor is in practice. 


161. This is the subject of a new brief prepared to 
present to the Minister of Finance. Coupled with it is a 
suggestion that the ceiling on the earnings of a dependant 
child still going to school or university be raised to a more 
realistic level. 


162. A request to the Minister of Finance that we see 
him this spring led to a suggestion by him that this inter- 
view be postponed until the fall. As the budget and income 
tax had been established before our request, it seemed 
reasonable to accept the Minister’s invitation to meet him 
at a later date. 
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163. There is a constant demand that your Association 
obtain the same deductions for doctors on salary as for 
those in private practice. This demand has been con- 
sistently refused by the Department of National Revenue. 
From the administrative level there are sound reasons for 
this attitude. To them there are two major divisions of 
taxpayers—those on salary or wage, and those engaged in 
personal business or profession. The Department sees no 
reason to make an exception to the generalized method of 
taxation for the small percentage of taxpayers, who as 
members of our profession receive their remuneration as 
salary. The Department claims with some justification 
that they are not penalizing the doctor on salary as opposed 
to the doctor in private practice. They are merely treating 
the salaried doctor as one of the many salaried or wage 
earning taxpayers. He is taxed the same as other salaried 
workers. This is an administrative policy which I have 
found to be inflexible. To treat some salaried taxpayers 
differently from others would open the flood gates of 
appeals so that any change in this direction is inexorably 
opposed by those who are called up to administer the Act. 
They of course have a great deal more influence than we. 
I think it is next to impossible to change this attitude, but 
if it is desirable to try, then one should do so with other 
professional bodies, who have similar problems in an 
attempt to have salaried “professional” taxpayers treated 
differently from wage earners. The difficulty of interpre- 
tation of “professional’’ would then have to be solved by 
the administrators. 


164. It appears to me to be much more profitable to 
stress the ways by which the same exemptions can be 
obtained under the present Act. The areas of complaint 
appear to be three in number—namely, books and 
instruments for carrying on the practice of the taxpayer’s 
profession; the fees for medical societies and the allowances 
for car expenses. 


165. The Canadian Dental Association has presented a 
brief suggesting the raising of the price of instruments 
allowed to be written off in one year from the present 
$50.00 figure to $100.00. I think we should support them 
and at that time one might explore this phase of the 
problem. 


166. In the matter of fees for medical societies, it is only 
necessary to have a letter from one’s employer stating 
that, ‘“‘as a condition of employment you shall belong to 
the following Medical Societies’. This practice should be 
more widely followed. 


167. Finally the matter of the car can be solved by a sim- 
ilar statement from the employer that, ‘“‘as a condition of 
employment you shall maintain a car for professional 
practice’ and have the employer give a car allowance. The 
size of this allowance should be realistic in the light of 
present costs. 


168. Both these methods of avoidance of taxation are 
now open to the salaried physician and he should be aware 
of them when negotiating his salary contract. 

169. Consultation with the members of the Committee 
was carried out by mail and the details of the brief were 
prepared, after consultation by mail, by the General 
Secretary and the Chairman of the Committee. No formal 
meeting of the Committee was held during the year. Some 
of the opinions expressed, therefore, are those of the 
Chairman of the Committee and not the Committee as 
a whole. 

All of which is respectfully submitted. 


R. M. MITCHELL, 
Chairman. 
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Personnel of the Committee: 


Dr. R. M. Mitchell, Sudbury (Chairman) 
Dr. John D. Leishman, Regina 

Dr. N. J. Blair, Vancouver 

Dr. G. E. Chalmers, Fredericton 

Dr. M. O. Klotz, Ottawa 

Dr. T. J. Quintin, Sherbrooke 

Dr. G. W. Halpenny, Montreal (ex officio) 
Dr. A. D. Kelly, Toronto (ex officio) 


Executive Committee Comment: 


The Executive Committee recommends to the General 
Council that the Report of the Committee on Income Tax be 
received and not adopted but referred back to the Committee on 
Income Tax for further consideration. 

Speaking to this, Dr. T. J. Quintin said that the 
Executive Committee considers this a very important Com- 
mittee, and feels that the members of this Committee should 
meet or consult together. 

Dr. T. J. Quintin said that in his opinion this Report 
is incomplete and he did not wish to associate himself with it. 

With regard to Section 167, Dr. H. V. Morgan said 
that the matter of car allowance is a regional matter. 


Moved by Dr. T. J. Quintin, 
seconded by Dr. G. W. Halpenny, 


that the Report of the Committee on Income Tax be 
received and referred back to the Committee on Income 
Tax for further consideration. 
Carried 
Moved by Dr. T. J. Quintin, 
seconded by Dr. C. B. Crummey, 


that the Committee on Income Tax seek recognition of 
postgraduate refresher courses as a deductible expense 
from income tax. 


Carried 


Dr. E. C. McCoy said, speaking to this resolution, 
that to belong to the College of General Practice of Canada, a 
physician must put in so many hours of postgraduate work, 
and the recognition of the expenses of postgraduate courses as 
a deductible expense of practice would greatly aid the College. 


REPORT OF THE COMMITTEE ON 
APPROVAL OF SCHOOLS FOR 
RADIOLOGICAL TECHNICIANS 


Mr. Chairman and Members of the General Council: 


170. Since my previous and first report, April, 1959, as 
Chairman of the newly formed C.M.A. Committee on 
Approval of Schools for Radiological Technicians, much 
work has been done. A meeting of the Joint Council on 
Technical Training (CSRT-CAR) was held prior to the 
C.S.R.T. meeting in Kingston, May 30 to June 1, 1959. 


171. The first meeting of the newly formed C.M.A. 
Committee was held in Toronto, November 21, 1959 at 
C.M.A. House. This was a working party and only those 
members were present who reside in. the district com- 
paratively near Toronto. Those present were: 

Dr. E. A. Petrie, Saint John (Chairman) 

Dr. J. Bouchard, Montreal 

Dr. G. Gill, Montreal 

Dr. J. G. Stapleton, Hamilton 

Dr. A. F. W. Peart, Toronto—Assistant Secretary, 

C.M.A. 
















































Miss Nan Plowman, R.T.—Secretary, Joint Council 
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At that time study was devoted to: 
The new draft of the C.M.A. Basis of Approval. 
Rules and Regulations for C.S.R.T. Exams. 

Basic Educational Requirements for Student 
Technicians. 

A.Canadian Hospital Association Resolution. 

Re-valuation and Inspection of “Interim Approved”’ 
Schools. 

Membership of the C.M.A. Committee. 

Ratio of work in a department to the number of 
students. 

Armed Forces. 


172. Subsequent to this meeting the Basis of Approval 
of Schools for the Training of Radiological Technicians 
was written based on the old brochure entitled Minimal 
Requirements. 


173. <A full Committee meeting was held in Toronto at 
C.M.A. House, January 23 and 24, 1960, just prior to the 
Midwinter meeting of the C.A.R. A number of members 
of the Joint Council representing the C.S.R.T. and C.A.R. 
were present. 


174. Nine new applications were studied and further 
plans were discussed. It is the intention of the Committee 
to ask all of the 110 “Interim Approved” schools to 
re-apply under the revised Basis of Approval of Schools, 
within the next year. 


175. It is with feelings of deep regret that I tender my 
resignation as Chairman of this Committee and of the 
Joint Council on Technical Training. During my long 
association with the C.S.R.T. I have been in a position 
to observe great progress in education. 


176. Prior to the formation of the C.S.R.T. in 1943, 
there were no generally accepted standards. 
In 1944 the-Central Examination Board was 
established. 
In 1952 a Curriculum for Teaching in Diagnostic 
Radiology was established setting forth what 
should be taught but until very recently (1958) 
there was no mechanism established to see that 
schools of training were actually meeting the 
desired standards. 


177. In this latter project the cooperation of the C.M.A. 
now represents a great step forward. I am quite sure, 
however, that even yet the need for better teaching of 
x-ray and other medical assistants has not been fully 
realized. They need organized training just as do medical 
students and nurses. This need is ever increasing due to 
higher standards and the increasing complexity and wider 
scope of their work. Old apprenticeship methods have long 
since been abandoned in medicine and nursing training 
but have persisted longer in the training of x-ray 
technicians. It is important to realize by having better 
trained technicians we as physicians and radiologists can 
do better work ourselves. 


178. As Chairman, I wish to express my heartfelt thanks 
to those of my present Committee and at this time I 
would like to express my deep gratitude to the many who 
have been with me in the past year working for and with 
our x-ray technicians. It has been a pleasure and a great 
privilege and in resigning it is a satisfaction to feel that 
under the new Chairman and the able assistance of Dr. 
Peart and with the cooperation now of the C.M.A. that 
the education of our devoted allies the x-ray technicians 
and others will continue to progress. 


All of which is respectfully submitted. 


EK. A. PETRIE, 
Chairman. 
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Personnel of the Committee: 
Dr. E. A. Petrie, Saint John (Chairman) 
Dr. Jean Bouchard, Montreal 
Dr. Guillaume Gill, Montreal 
Dr. J. G. Stapleton, Hamilton 
Dr. E. W. Spencer, Saskatoon 
Dr. J. D. Stevenson, Vancouver 


Moved by Dr. E. A. Petrie, 
seconded by Dr. T. Primrose, 
that the Report of the Committee on Approval of 
Schools for Radiological Technicians be adopted. 
Carried 
Moved by Dr. T. Primrose, 
seconded by Dr. J. Macgregor, 
that this General Council tender a vote of thanks to 
Dr. Petrie for his excellent work as Chairman of this 
Committee. 
Carried unanimously 


REPORT OF THE COMMITTEE ON 
APPROVAL OF SCHOOLS FOR 
LABORATORY TECHNOLOGISTS 


Mr. Chairman and Members of the General Council: 


179. The first formal meeting of the Committee on 
Approval of Schools for Laboratory Technologists was 
held in the Board Room of C.M.A. House on January 29 
and 30, 1960. Those in attendance were as follows: 

Dr. John W. Macgregor, Edmonton (Chairman) 

Dr. John Eden, Vancouver 

Dr. D. F. Moore, Saskatoon 

Dr. D. Hugh Starkey, Montreal 

Dr. D. W. Penner, Winnipeg 

Dr. W. J. Deadman, Toronto 

Miss Ileen Kemp, Hamilton (Rep. C.S.L.T.) 

Miss Deborah Haight, Ottawa (Rep. C.S.L.T.) 

Dr. A. F. W. Peart, Toronto (Secretary) 

At this meeting, a re-appraisal of the present 
program for Laboratory Technologists training was 
discussed, and a number of important changes were 
recommended. 


Re-APPRAISAL OF APPROVED SCHOOLS: 


180. A list of approved schools with their dates of 

approval was distributed and discussed. It was pointed 

out that a number of laboratories were approved as early 

as 1941 without having been revaluated in the meantime. 
The following resolution was duly passed by the 

Committee, and is recommended for your consideration: 
“That an attempt be made to revaluate training 
schools approved prior to 1955’. 


CENTRAL SCHOOLS: 
181. There was a great deal of discussion on the subject 
of central schools. These schools vary considerably across 
the country, but, in general they provide basic theoretical 
and laboratory training for students, and have well 
organized teaching programs. The central school training 
is followed by a period of practical training in an approved 
hospital. . 

The Committee members favour central school 
training programs provided a sufficient period of practical 
training follows the central course. 
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BAsIs OF APPROVAL AND APPLICATION ForRMs: 


182. There was general agreement upon the need for 
revision of the present Basis of Approval of Schools and 
of the application forms. A sub-committee of Dr. Deadman, 
Miss Kemp and Dr. Peart was appointed to prepare a 
draft of this material for submission to the Committee, at 
its next meeting. 


REVIEW OF APPLICATIONS: 


183. Nine new applications from hospitals were reviewed 
and discussed at the meeting. This was the first occasion 
on which the Committee has been able to sit in formal 
session to review applications, and it was felt that this 
method has much to offer, over the correspondence method 
used up to this time. 

Eight of the applications were approved, and one 
was not approved. 

The total number of hospitals approved as training 
centres for Laboratory Technologists in Canada now 
stands at 108. 


New MEMBER: 


184. The Committee has no representative from the 
Maritime provinces, and it was unanimously agreed to 
write Dr. Ian A. MacLennan, Moncton, N.B. to serve 
on the Committee. 


Future MEETINGS: 
185. It was felt by all members of the Committee that 
formal meetings of the Committee are desirable and the 
following resolution was passed and recommended for 
your consideration : 

“That a meeting of the Committee be held at least 
annually for the next few years, until the training 
program, is fully re-organized’’. 

All of which is respectfully submitted. 

JOHN W. MACGREGOR, 
Chairman. 
Personnel of the Committee: 

Dr. John W. Macgregor, Edmonton (Chairman) 

Dr. Carlton Auger, Quebec 

Dr. W. J. Deadman, Toronto 

Dr. Ian A. MacLennan, Moncton 

Dr. J. Eden, Vancouver 

Dr. D. F. Moore, Saskatoon 

Dr. D. W. Penner, Winnipeg 

Dr. D. Hugh Starkey, Montreal 


Executive Committee Comment: 


The Executive Committee recommends that the General 
Council accept the Report of the Committee on Approval of 
Schools for Laboratory Technologists. 


Moved by Dr. J. W. Macgregor, 
seconded by Dr. L. C. Grisdale, 


that the Report of the Committee on Approval of 
Schools for Laboratory Technologists be adopted, in- 
cluding the recommendation contained in it. 

Carried 


REPORT OF THE COMMITTEE 
ON PUBLIC RELATIONS 


Mr. Chairman and Members of the General Council: 


186. I have the honour to submit herewith the report 


of the Committee on Public Relations for the session 
1959-60. 
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187. I can say without hesitation that I believe this 
marks one of the most active years that the Committee on 
Public Relations has had since it has been established. 


188. In addition to the basic PR activities which our 
organization engages in, special assignments and special 
problems have been brought to our attention this year. 


189. As I noted in my last annual report, we were to 
attempt this year to more closely co-ordinate and integrate 
public relations activities on the Divisional and national 
level, and attempt to have this Committee function as 
a truly National Committee. In holding a Workshop with 
national representation in the fall, and a National 
Committee meeting in the spring, the details of which 
will be reported to you later, we have made some small 
progress along this road. Much, however, remains to be 
done, but if medicine has an organized opinion, and a 
single purpose, it must be sought out—hammered into a 
practical and concise form and presented to our various 
publics and various governments. 


190. The Committee’s report this year is divided into 
three sections. In the first, I will deal briefly with the 
multitude of routine and basic assignments which the 
Committee handles. In the second part, I will deal 
specifically with the recommendations which were for- 
warded from the National Workshop and the National 
Committee meeting, and, in the third section, I will 
present to you our recommendations for 1960 to 1961. 
Adopted 


BASIC PUBLIC RELATIONS ASSIGNMENTS 


1. News Mep1A RELATIONS 


191. Constant liaison is made with the news editors 
of key national and provincial publications, radio and 
television stations. 


2. SpectaL PR CounseEL 


Public relations assistance is being given to the 
Trans-Canada Medical Plans in the preparation of their 
quarterly bulletin. During the past year, we were in a 
position to provide assistance in publicizing the annual 
meetings of: The Canadian Association of Radiologists; 
and Canadian Opthalmological Society. 


3. ANNUAL MEETING PUBLICITY 


Publicity arrangements for the Annual Meeting of 
the C.M.A. constitute a lengthy period of preparation. 
News media outlets to cover the event are contacted. The 
Canadian Press, The Toronto Globe and Mail, Telegram, 
and Star; C.B.C. Radio and TV; Montreal Star, and 
Gazette; and Vancouver Sun will be represented. In ad- 
dition, we expect press representation from Calgary and 
areas around Banff. 

Letters are sent to participants in the scientific 
program. Round Table Conference participants are asked 
to make themselves available for possible news media 
interviews; General Session participants are asked for 
manuscripts, biographies and photos (the latter will 
appear in the printed program). Other session and section 
participants are asked for their biographies. 

Advance releases and press kits are prepared and 
mailed out a week or so prior to the meeting. 


4. C.M.A. Press CiippINGs 


The Public Relations Department of the C.M.A. 
constantly reviews and records all press clippings of a 
medical nature; and where action is deemed necessary, 
advises those concerned. 
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5. GENERAL CouNCIL 
Arranged news coverage on reports submitted to 
the General Council. 


6. PRESIDENTIAL TouR 
Arranged publicity for the Presidential Tour. 


7. Wortp MeEpicat AssociaATION 
Arranged public relations activities for the World 
Medical Association meeting in Montreal. 


8. DivistionaAL ANNUAL MEETING 
Assisted the Saskatchewan Division in their Annual 
Meeting publicity. 


9. MISCELLANEOUS 
Under this heading, our PR activities include the 
preparation of literature, displays, and the handling of 
correspondence relative to current and special events. 
Adopted 


SPECIAL ASSIGNMENTS 
1. Medical Recruitment Booklet—‘‘Doctors of Tomorrow’. 


192. During the latter part of 1959, the C.M.A. pro- 
duced a twelve-page booklet designed to stimulate the 
interest of young Canadian secondary school students in 
medicine—as a career. In co-operation with all Provincial 
Departments of Education, quantities of these booklets 
were sent to all secondary schools in Canada. Along with 
the booklets, a letter directed to the High School Principal 
asked that consideration be given to having the booklet 
discussed as a class project in the senior grades. In addi- 
tion, approximately 15,000 copies of the English version 
were made available to the Ontario Medical Association 
for distribution at ‘‘Mediscope’”’. Copies have also been 
forwarded to C.M.A. Divisions, Deans of Canadian 
Schools of Medicine, and medical and public: libraries 
throughout the country. 

As a result of our over-all mailing, which amounted 
te nearly 60,000 English copies and 15,000 French, we 
have received many requests from educational author- 
ities for additional copies. Students too are writing in for 
more information about medicine, and many requests for 
copies of the booklet have been received from individual 
physicians. 

Press coverage on medical recruitment has been 
given in leading Canadian metropolitan dailies, and 
editorials have appeared in the Canadian Medical Associa- 
tion Journal and the College of General Practice Bulletin. 

Adopted 


2. C.M.A.—TV Filmettes 


193. Since early in January of this year, the Committee 
on Public Relations have been working on another three 
C.M.A. one-minute TV filmettes. This second series is 
designed as a means of public education on specific health 
topics. The subjects chosen are: Accidental Poisoning in 
Childhood; Obesity; and Physical Fitness. 

The script was prepared by C.M.A. secretariat, and 
following comments by the Nucleus of the Committee on 
Public Relations, it was passed on to each Divisional 
Public Relations Committee for their approval. At our 
National Public Relations Committee meeting in Toronto 
on April 1-2, over-all approval was given by the Divisions 
concerned. 

Production of these filmettes is now under way, 
and through the co-operation of the Canadian Broad- 
casting Corporation, they will be sent to some fifty 
television stations throughout Canada. It is hoped they 
will appear twice a week for approximately eight months. 
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The previous TV filmette ending ‘Consult your 
Doctor” has been eliminated. 


Adopted 
3. Medical Public Relations Displays 
194. This year, we have three displays at our own 
Annual Meeting in Banff. One—a medical public relations 
display—will pictorially illustrate various aspects of 
medical public relations. The second display unit will carry 
photos of recent events in which the C.M.A. has taken an 
active part—i.e. Installation of H.R.H.; World Medical 
Association Congress; Annual Meeting B.M.A./C.M.A. 
etc. The third unit will feature current C.M.A. activities. 

Adopted 


4. C.M.A. Information Bulletins No. 1 and No. 2. 

195. These bulletins are designed to bring out what 
public service the C.M.A. is doing in the education of 
junior interns, laboratory and radiological technologists. 
They will also indicate its contribution to the Canadian 
Council on Hospital Accreditation. 

The Associations mentioned above have provided 
us with helpful background information; and some of this 
data will be incorporated in these bulletins. 

On Executive Committee approval, they are being 
distributed to Members of the House of Commons and 
the Senate; key officials of the Department of National 
Health and Welfare; Secretaries and Divisional Public 
Relations Committee Chairmen; members of the Com- 
mittee on Public Relations (Nucleus); and selected news 
media outlets. 

Adopted 


5. Globe and Mail Series 1960 


196. Once again, The Toronto Globe and Mail is 
running a series of medical article reports. This time, 
articles will appear twice a week on page 7, which is part 
of the editorial section. 

Subjects of interest will include: 


Current Review of Allergy 

Medical Interest in Traffic Accidents 
Medicine and the Armed Forces 
Doctor in Training 

Heart Attack and Thereafter 

The Doctor and Physical Fitness 
Radio-active Hazards 

Alcoholism 

Common Conditions of the Digestive System 
Medicine’s Role in Industry 
Summer Medical Hazards 


SS PNS OP Shr 


— 


Adopted 


Dr. Duff Wilson said he felt that authors of these 
articles ought to be able to amend the articles and not have them 
published in the way the news media wish to amend and pub- 
lish them. 


Dr. Crutchlow said that he would endeavour to bring 
this matter to the attention of the Public Relations Committee. 


6. Financial Post Supplement Issue 


197. The Financial Post is planning to publish a feature 
report on medicine and health topics in the issue of 
June 11, 1960. The articles will appear in a special forty- 
four page supplement, and in all probability will be dis- 
tributed to doctor delegates attending our Annual Meeting 
in Banff. 

This special report is designed to draw attention 
of Canadians to the total problem of health and medical 
care, and what the medical profession, voluntary health 
organizations and governments are doing about them. 
Their article theme will be “Good health is the most 
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important asset of every Canadian. Poor health is costly 
to the individual, to industry, and to the nation’. 
Adopted 


Dr. J. F. Tysoe commended the Committee on Public 
Relations for their good work in this connection. 


7. C.B.C. Radio Broadcast Series 


198. The C.B.C. are introducing a series of up to ten 
one-half hour radio broadcasts to depicit “the progress 
made in various fields of medical research in Canada in 
recent years’. 

With the co-operation of the General Secretary, the 
following subjects have been selected for discussion in this 
series: Accidents in Childhood; Poison Control Centre; Tu- 
berculosis; Arthritis; Anaesthesia; Cancer; Heart; Mental 
Illness; Neuro-Surgery; and Medical Rehabilitation. 

Adopted 


PUBLIC RELATIONS WORKSHOP 


199. A Public Relations Workshop was held in Montreal 
on November 6 and 7, 1959. 

The detailed minutes of this meeting and all of the 
relevant discussion which occurred, has long since been 
circulated to the chairmen of Divisional Public Relations 
Committees and through them to divisional level. Arising 
from this meeting, five specific recommendations were 
forwarded to the Executive Committee, and are attached, 
as Appendix No. 1, to this report. It is these in particular 
with which I wish to deal. 

I would first draw your attention to Recommenda- 
tions 1 and 2. While you may not recognize them in their 
present form, the background of these two recommenda- 
tions will be familar to you all. 

You will recall that in 1958 in Halifax, consider- 
able discussion ensued with regard to the desirability and 
need for employment of outside Public Relations Counsel, 
in addition to the present public relations secretariat at 
C.M.A. headquarters. This went from Council to the 
Executive Committee, to the Nucleus of the Committee on 
Public Relations, back to the Executive Committee 
and back to the Council meeting in Toronto in 1959. Our 
over-all public relations recommendations at that time 
were debated at great length and accepted; but in addi- 
tion, the following motion was proposed by representatives 
of the British Columbia Division, and referred by Council 
to the Executive Committee: 

“Whereas the C.M.A. is assuming increasing 
responsibilities and importance in national affairs, 
and there undoubtedly will be new approaches by 
Federal Government in the affairs of medicine; 
and 
Whereas one of the primary functions of the 
C.M.A. is to communicate the collective opinion 
and advice of Canadian doctors to Federal 
Government; and 
Whereas it is essential that the membership of the 
C.M.A. be informed and of common opinion 
regarding policies and principles in this regard; 
and 
Whereas the general public should be informed of 
our policies and principles, with special reference 
to our attitude to government, and the problems 
of medical care; and 
Whereas, with few exceptions, doctors are not 
familiar with the facilities of communication with 
government or public; 

Therefore be it resolved that the C.M.A. consider 
a re-orientation of the public relations program, 
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and specifically consider the employment of the 
services of public relations counsel in an advisory 
capacity in addition to the present secretariat.” 

This motion was referred back to the Nucleus 
Committee on Public Relations for discussion at the PR 
Workshop meeting November, 1959. 


This subject was thoroughly reviewed by all 
Divisional Public Relations Committee chairmen last 
November, which resulted in the following recommenda- 
tions to the Executive Committee; and the subsequent 
comments and recommended action set forth by the 
Executive Committee at their meeting in Toronto on 
February 26th-27th, 1960. The two recommendations were 
considered in three sections: 


Recommendation 1(a)—(See Appendix I) 

Executive Committee action in this regard resulted 
in the following motion: 

THAT this section be received. 


Recommendation 1(b)—(See Appendix 1) 


Executive Committee action in this regard resulted 
in the following motion: 


THAT this item be rejected. 


As the principles discussed here will come up for a 
special recommendation later, I would like, if this meeting 
is agreeable, to accept Recommendations Numbers 1(a), 
1(b), and 2, (See Appendix I) at the present time for 
information only. 


Agreed 


Recommendation 1(c)—(See Appendix I) 


Executive Committee action in this regard resulted 
in the following motion: 


THAT this recommendation be referred to the 
Committee on Organization for further report to 
the Executive Committee. 

Adopted 


Recommendation 3—Mediation Committees— 
(See Appendix I) 


This recommendation arose as a result of detailed 
discussion at the workshop. The Committee on Public 
Relations wishes to emphasize the need for mediation 
committees and the need to publicize the fact that media- 
tion committees exist. To have a Mediation Committee 
or a Grievance Committee and not let the public know 
that such a committee exists is to us incomprehensible. 
If I may draw an analogy, it is like having a Fire Depart- 
ment and not telling anybody there is a Fire Department, 
and then publishing reportsythat you have no fires. Medi- 
cine must keep its own house in order and we recommend 
to you that this is the easiest and simplest way of doing it. 

This recommendation was approved by the Execu- 

tive Committee. 

Adopted 


Recommendation 4—reference to CAMSI—(See Appendix I) 


Discussion ensued at the PR Workshop as to the 
fact that we should have a closer liaison with CAMSI. 
Senior medical students and interns are the ones who, in 
the future, will be practising medicine in this country. 
Let us make sure that the principles which we are ad- 
vocating and the criteria which we are attempting to set 
up for the practice of medicine are thoroughly known to 
those who will be taking this burden on. In addition we 
feel that it is equally important from the point of view of 
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medical student recruitment, that we have close and con- 
tinued liaison with senior medical students and with in- 
terns. 


This recommendation was approved by the Execu- 
tive Committee. 


Adopted 
Recommendation 5(a)—A.M.A. film “I AM A DOCTOR” 
—(See Appendix I) 


This recommendation was approved by the Execu- 
tive Committee and herewith follows a progress report: 


Adopted 
Moved by Dr. E. F. Crutchlow, 
seconded by Dr. P. O. Lehmann, 
that Section 199 be adopted as printed. 
Carried 


A.M.A. Medical Recruitment Film 


200. On learning that the American Medical Association 
had produced a medical recruitment film under the caption 
“T AM A DOCTOR?” the Nucleus of the Committee on 
Public Relations decided to conduct a pilot showing in 
five Divisions, to determine the suitability of this film for 
showing to Canadian secondary school students. 


The provinces where the film was shown included: 
Ontario, Quebec, Nova Scotia, British Columbia, and 
Saskatchewan. In the main, the film was reviewed by a 
cross-section of educational and medical officials, com- 
prising vocational guidance teachers; principals of high 
schools; Deans of medical schools; psychiatrists; psycho- 
logists; and medical students. 


After considering the reports received from the 
pilot study, the Nucleus of the Committee on Public 
Relations felt that the C.M.A. national office should not 
purchase a print of this film. This decision was arrived at 
—first, because there was a general feeling that the film 
was a little on the dramatic side, and secondly, the sug- 
gested Divisional changes represented technical problems 
of concern to the producer. The Committee was of the 
opinion that it would be far better, if at all possible, to 
zoncentrate on producing a Canadian medical recruitment 
film. 


Recommendation 5(b)—B.B.C. film “ON CALL TO A 
NATION” —(See Appendix I) 


This recommendation was approved by the Exe- 
cutive Committee and herewith follows a progress report. 


Adopted 


B.B.C. film “ON CALL TO A NATION” 


201. The British Broadcasting Corporation produced a 
very excellent documentary film on the British National 
Health Service over the past ten years. Following approval 
of the Executive Committee last November, we purchased 
a print of this film, and already it has been shown to 
medical and lay audiences in several provinces, and two 
Divisions showed it to delegates attending their annual 
meetings. 


On April 6, the Nucleus of the Committee on Public 
Relations, with the approval of the Executive Committee, 
arranged a special showing of the film to doctor members of 
the Senate and the House of Commons; officials of the 
Department of National Health and Welfare; Provincial 
Deputy Ministers of Health (who were in Ottawa at that 
time for a meeting of the Dominion Council of Health); 
and several other important guests. 

Adopted 
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NATIONAL 
PUBLIC RELATIONS COMMITTEE MEETING 
held in Toronto, April 1-2, 1960—(See Appendix IT) 


Resolutions 1 and 2 of Appendix II were unani- 
mously accepted by the Executive Committee—and 
numbers 3 and 4 were received for information. 


RECOMMENDATIONS 
TO THE GENERAL COUNCIL FROM THE 
NATIONAL PUBLIC RELATIONS COMMITTEE 


1. THAT the C.M.A. continue its current program of 
distributing “Information Bulletins” on the activities, 
opinions and policies of organized medicine to: 

Federal Members of Parliament — officials of 
national departments of health—and key opinion 
leaders. 

AND THAT 

The C.M.A. Committee on Public Relations accele- 
rate its present program of liaison with the Federal 
Government. 


2. THAT the C.M.A. continue its program of public 
education and produce three more, one-minute TV 
filmettes on specific health subjects. 

3. THAT the C.M.A. provide the medical profession with 
more information about medical public relations. 

4. THAT the C.M.A. and the Divisions of the C.M.A. 
continue the present program to interest secondary 
school students in medicine—as a career. 

5. THAT the basic activities of the Committee on Public 
Relations be continued. 

6. THAT the Committee on Public Relations continue its 
efforts to co-ordinate and integrate public relations 
activities on a national and Divisional level through a 
Public Relations Workshop in the fall, and a National 
Public Relations Committee meeting in the spring. 


In conclusion, the Committee wishes to express its 
deep appreciation to its Secretary, Mr. Kenneth C. Cross, 
and his staff, for constant advice and help and willingness, 
and to Dr. A. D. Kelly; General Secretary, and to the 
members of the Executive Committee. 

All of which is respectfully submitted. 

EVERETT F. CRUTCHLOW, 


Chairman. 


Personnel of the Committee: 
Nucleus: 


Dr. E. F. Crutchlow, Montreal (Chairman) 
Advisory: 
Dr. L. Stevenson, Montreal 


Dr. W. Storrar, Montreal 
Dr. R. Dufresne, Montreal 


Members: 


Dr. J. Hay, Lachine 

Dr. G. W. Halpenny, Montreal 

Dr. D. G. Kinnear, Montreal 

Dr. T. Hale, Montreal 

Mr. K. C. Cross, Toronto 

Mr. J. M. Denault, Montreal (ex officio) 


Divisional Representatives: 
Dr. J. B. Lunam, Courtenay 
Dr. E. Poulsen, Lethbridge 
Dr. J. A. Forrester, Saskatoon 
Dr. R. H. McFarlane, Winnipeg 
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Dr. T. E. Currier, Peterborough 
Dr. A. Powers, Ottawa 

Dr. T. Hale, Montreal 

Dr. B. L. Jewett, Fredericton 
Dr. F. A. G. Dunsworth, Halifax 
Dr. L. Killorn, Charlottetown 
Dr. J. G. Williams, St. John’s 


APPENDIX I 


RECOMMENDATIONS FROM THE NATIONAL PuBLic ReE- 
LATIONS COMMITTEE MEETING (WORKSHOP) NOVEMBER 
1959, FoR PRESENTATION TO THE C.M.A. EXECUTIVE 
CoMMITTEE MEETING, NOVEMBER 1959 


' Recommendation 1(a) 


It was the opinion of the Committee on Public 
Relations that for special projects and in special circum- 
stances a professional public relations counsel should be 
retained in addition to the present Secretariat. 


Recommendation 1(b) 


It was the opinion of the Committee on Public 
Relations that immediate consideration should be given 
to the establishment of a Watching Brief in Ottawa with 
the Federal Government, in addition to the methods of 
communication with that Government already in existence. 
This is elaborated in a further recommendation. 


Recommendation 1(c) 


It was the opinion of the Committee on Public 
Relations that the C.M.A. should seriously consider the 
engagement of a business management consultant with 
reference to the administrative structure of the C.M.A. 


Recommendation 2 


That consideration should be given to the establish- 
ment of permanent liaison in Ottawa with the Federal 
Government to: 

(a) Act as a Listening Post. 

(b) Consolidate the opinion of medical representatives 
in the Federal Legislature and Senate. 

(c) If desirable, suggest legislation on behalf of the pro- 
fession and to continue the study of all medical 
legislation. 

And this shall be over and above the present 
methods of communication with the Government. 


Recommendation 3 


That re-emphasis be placed on the subject of 
Mediation Committees and that all Divisions be en- 
couraged to form same and that the existence of these 
Committees be made known to the public. 


Recommendation 4 


That lines of communication between final year 
students of medicine and interns be kept open by closer 
liaison with CAMSI—to keep that Association informed 
as to C.M.A. activities and pertinent affairs of C.M.A. 
Divisions, and to obtain the opinion of CAMSI on current 
trends in the policies of organized medicine. 


Recommendation 5 


The following recommendations to the Executive 
Committee were made after a full discussion of these two 
films: 

(a) It was the opinion of the delegates to the Workshop 
that the A.M.A. film “I AM A DOCTOR” was an 
excellent technical production, but there were some 
features of emotional appeal which raised some doubt 
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in the minds of those present as to its suitability for 
use in medical recruitment. It was the unanimous 
opinion that pilot showings should be done, com- 
mencing with high school principals and guidance 
counsellors, their opinions should be recorded, and 
this would form a basis for further recommendations 
for its use. 
(b) It was the opinion of the delegates to the Workshop 
that the B.B.C. documentary film “ON CALL TO A 
NATION” should receive unanimous approval for 
its structure and content. It is recommended that the 
C.M.A. Executive Committee immediately investigate 
the availability of this film with regard to cost, etc., 
and also as a matter of courtesy, ascertain the B.M.A.’s 
reaction to the use of the film. It was the unanimous 
opinion that this film was an excellent documentary 
for showing to professional and non-medical audiences. 


APPENDIX II 


RECOMMENDATIONS FROM THE NATIONAL PuBLic RE- 
LATIONS COMMITTEE MEETING, APRIL 1960—FoR PRE- 
SENTATION TO THE C.M.A. ExecutTIvE COMMITTEE 
MEETING, APRIL 22, 23, 1960. 


1. WuHeEREAs it has become apparent as a result of a recent 
survey from one of the Divisions, that misunderstanding 
still exists between approved voluntary prepaid medical 
plans and the medical profession, on the one hand; 
and between the plans and the public on the other; and 
WHEREAS this Committee is aware that some public 
relations activity already exists within this field; 

Be Ir Resotvep that this Committee on Public 
Relations recommend to the C.M.A. Executive 
Committee that serious consideration be given to 
increased public relations’ activity in the field of 
approved voluntary prepaid medical plans, with a 
view to keeping the best features of these plans 
before the profession and the public. 

Adopted 

2. FurTHER to our previous recommendation to the 
Executive which expressed the desire to keep CAMSI 
informed on the policies and opinions of organized 
medicine; and to strengthen the relationships between 
this organization and The Canadian Medical Association 
and its Divisions; " s 


Ber Ir Reso.vep Tuart where possible and practicable 
Divisional consideration be given to having two 
CAMSI representatives in their respective provincial 
areas, attend the business and scientific sessions of 
Divisional annual meetings; and other committee 
meetings. 
Adopted 
3. Ir Is RECOMMENDED thatythe following be forwarded 
- to the C.M.A. Executive Committee for information; 
Tuat this Committee on Public Relations strongly 
commends the efforts being made by the members of 
the Saskatchewan Division in resisting the intro- 
duction of a universal COMPULSORY medical 
scheme, and endorsing voluntary prepaid medical 
care. 
Adopted 
4. Ir Is REcOMMENDED to the Executive Committee 
Tuat in order to keep abreast of trends of Canadian 
thinking in health matters, the C.M.A. and the 
Divisions (organized medicine) should frequently sit 
down with representatives of management, -labour, 
political parties and organizations, such as Chambers 
of Commerce, etc., for an exchange of opinions. 
Adopted 
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COMMITTEE ON PUBLIC 
RELATIONS SUPPLEMENTARY 
REPORT TO THE GENERAL 

COUNCIL 


(see Section 199—recommendation 1(b)) 
Mr. Chairman and Members of the General Council: 


x The Saskatchewan situation while provincial in 
nature has drawn the attention of all Canadians to the question 
of government intervention in the provision of medical care. 

The statements of the government of Saskatchewan have 
been positive; while by and large the statements of the medical 
profession have been negative, in saying what the doctors will 
not do. At least this is the impression to be had from the 
public press! 

While it is true that the doctors have stated that they 
favour prepaid medical care and the maintenance of patient- 
doctor relations, no definite, concrete, plans have been formed 
by them to put before the government or the public. 

While those who propose any type of plan may be 
slightly nebulous as to what they intend to do, those who oppose 
any such statements must on the contrary be concise and 
positive. 

2. The proponents of government medical care have a 
great deal of professional help available to them. 


3. The regular duties of the C.M.A. public relations 
staff are such that it is not possible to ask them to carry the 
burden of this extra task. The C.M.A. is geared to handle such 
problems as annual meeting publicity, articles on health 
matters, preparing material for television, etc. It is believed 
by some that it is-not orientated to those problems that arise 
when a struggle over ideologies is under way, even if that 
struggle is being carried on quietly. 


4. There is a need which for want of a better word we 
refer to as a “listening post” on both Federal and Provincial 
levels. The gathering of information from Ottawa as to 
political intents, etc., and the distribution of C.M.A. in- 
formation in Ottawa could be handled more quickly and 
effectively by an extension office in Ottawa. 

5. There is no question, as the daily papers are read, that 
all political parties have definite plans for Canadian medicine. 
We have been informed by representatives of Labour that they 
have definite plans. Canadian medicine must have its definite 
recommendations, and place them constantly before the 
public. 


WHAT WOULD EXPANDED SERVICES, CON- 
SULTANT PUBLIC RELATIONS AND EXTENSION 
OFFICE IN OTTAWA ACCOMPLISH FOR US? 


1. Assist C.M.A. in the interpretation of the survey now 
being taken amongst the profession, in the sense that they 
would be able to express the results in language that would 
be effective to the general public, if this need arose. 


2. To assist in ascertaining public attitudes. 


3. To gather information from Ottawa in advance re 
debates on health matters, etc. and assist in funnelling in- 
formation to key members of parliament. This is NOT in the 
“lobby”? sense. Most national bodies maintain liaison with 
MP’s, and by and large, the latter appreciate the service. 
Needless to say, they would not appreciate any overt attempt 
to form opinions for them. The latter is lobbying; the former 
is education. 


4. To suggest ways and means of improving communica- 
tions within the profession; which themselves need consider- 
able education in this field. 
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5. Assist greatly in the plan to give greater publicity to 
prepaid plans. While this project is largely Divisional, it is 
vital that the C.M.A. as well as T.C.M.P. have complete and 
immediate knowledge of Divisional activities and proceed to 
action on a national basis. 


6. To be prepared to counteract misleading or inaccurate 
statements made by others—union leaders, etc. 
A To be available as a trained and orientated PR nucleus 


who could be loaned to Division areas, in case of emergencies 
or as required. It is vital in this respect that, before the 
emergency arises, Divisional confidence be established in this 
unit. The Division must realize that this nucleus, because of 
previous contacts, understands their problems. 


In view of the above the Committee on Public Relations . , 


recommends: 


5 The immediate addition to the Public Relations and 
secretarial staff of the C.M.A. of one fully trained public 
relations officer. He shall immediately be orientated into 
C.M.A. thinking and the medical problem. His duties shall 
be those of constant personal liaison with Divisions and he 
will be available as a trained nucleus, of one, to lend to 
Divisions to assist them in times of emergency or special 
projects. 

2. That a professional Public Relations consultant out- 
side the organization be consulted in order to assure with the 
viewpoint of the third party, that the tactics and program 
which we are pursuing will yield the results that we require. 
3. That immediate consideration be given to the establish- 
ment of a C.M.A. office in Ottawa on a provisional basis as 
an extension of our present headquarters in Toronto. 


The recommendations contained in this supplementary 
report were considered at some length. 

f. The immediate addition to the Public Relations and 
secretarial staff of the C.M.A. of one fully trained public 
relations officer. 

Dr. Kelly said that the Executive Committee had con- 
sidered this recommendation and had passed the following 
resolution: 

“That the Executive Committee recognizes that there is 
need for increasing our Secretarial staff and has taken 
steps to initiate an administrative and management 
survey which should reveal where such need lies and 
this Executive Committee recommends to the General 
Council that the incoming Executive Committee take 
such action as is deemed advisable after this survey 
has been completed.” 


Dr. E. K. Lyon said that in his opinion it would be 
premature for this General Council to accept these three 
recommendations of the Public Relations Committee, since 
the Executive Committee has already approved the employ- 
ment of a consultant firm to study all the ramifications of our 
activities. 

Still other members of the General Council expressed 
themselves as definitely in favour of approving all three of 
these recommendations and in particular the third—that 
immediate consideration be given to the establishment of a 
C.M.A. office in Ottawa, feeling that the C.M.A. needs a 
listening post in Ottawa. 


Dr. G. W. Halpenny reminded the members of General 
Council that a great deal of money had been spent today in 
other fields of endeavour and urged that the General Council 
support the recommendation of the Executive Committee. 


Dr. J. F. Tysoe said that in his opinion the first of 
these three recommendations should be the employment of a 
public relations consultant. Then he could advise on the need 
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or otherwise for an additional Public Relations man on our 
staff, and could also give advice on our lines of communication 
with Parliament. 


Moved by Dr. J. F. Tysoe, 
seconded by Dr. J. E. Knox, 


that these three recommendations from the Committee 
on Public Relations be referred back to the Executive 
Committee. 


Carried 


Dr. Crutchlow expressed himself as keenly disap- 
pointed at this decision on the part of the General Council. 
For one thing, Dr. Crutchlow said that he felt that a manage- 
ment consultant would not be able to answer the questions 
which the Committee on Public Relations had in mind. He 
said in his opinion a public relations consultant bears no 
relationship to a management consultant. Dr. Crutchlow 
said that he regarded this motion of referral to the Executive 
Committee as a vote of non-confidence in the Committee on 
Public Relations. 


Moved by Dr. E. F. Crutchlow, 
seconded by Dr. J. F. Tysoe, 


that the Report of the Committee on Public Relations 
be adopted, as amended. 


Carried 


REPORT OF THE COMMITTEE ON 
APPROVAL OF HOSPITALS FOR THE 
TRAINING OF JUNIOR INTERNS 


Mr. Chairman and Members of the General Council: 


202. Your Committee continued its work through 
another very active year, during which 23 hospitals were 
reviewed for junior intern training. Of these 4 received 
full approval, 14 provisional approval and 5 were not 
approved. At the present time there are 78 hospitals 
approved for junior intern training in Canada. As pointed 
out on previous occasions, the number of junior intern- 
ships in Canada greatly exceeds the number of available 
interns to fill them. There are approximately 1,227 
approved internships for 900 interns requiring training 
each year. This has caused your Committee much con- 
cern, since many hospitals which are approved or which 
are requesting approval, are not in a position to obtain 
their quota of interns, or indeed, no interns in some 
instances. This is most discouraging to medical staffs 
that are prepared and organized to teach interns, but it 
also means, from the junior intern viewpoint, that the 
program may not be a properly coordinated course of 
training if quotas are not filled. The Committee recognizes 
that no medical staff can give any organized training 
program to one or two interns, particularly where interns 
who are foreign trained are slow to adopt Canadian 
methods, and have a poor command of the English 
language. 


203. The Committee, therefore, can see no good purpose 
in approving hospitals if those hospitals are not likely to 
obtain a reasonable number of interns to train each year. 
The situation is complicated further, as more hospitals 
are now applying for approval because funds for intern 
training programs are now available under provincial 
hospitalization programs. 
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204. In view of the above, the Committee recom- 
mends the following restrictions: . 


1. That hospitals applying for approval for the first time, 


should have a minimum of 300 beds rather than 150, 
as at present, and 


2. That hospitals now approved should be.required to 
obtain an average of two-thirds of their junior intern 
quotas over a five year period. 

205. Most hospitals of 150 beds or over can train a 


maximum of six junior interns, which is considered a 
minimum number to justify and energize a coordinated, 
well integrated intern training program. Your Committee 
feels that if the intern training program is good, it will 
attract interns to the hospital, and that a five year period 
is required to demonstrate the excellence of teaching and 
for the news to become known to medical students across 
Canada. These new basic requirements, we believe, will 
limit the number of potential training centres, and will 
eventually consolidate junior intern training in those 
hospitals which have more facilities and more trained 
staff for teaching. 


206. Your Committee is continuing to experiment on the 
evaluation of junior intern training through surveys of 
interns in training. Last year, junior interns from 12 
hospitals in Canada were asked to complete Question- 
naires indicating the type, quality and content of the 
training received at their hospitals. The answers were 
quite illuminating, and we feel this type of approach may 
be very valuable to the hospitals who are prepared to 
evaluate their on-going programs and to improve them. 


207. The Committee held a two-day meeting in Toronto, 
January 15 and 16, at which time a number of applications 
were reviewed. Representatives of the Association of 
Canadian Medical Colleges and CAMSI, were present 
to discuss matters related to those organizations. There 
seems to be a general agreement that the first year of 
internship should be closely supervised, either in university 
teaching hospitals, or others identified for this purpose. 
As pointed out above, your Committee is concerned with 
the supervision that may or may not occur in some 
hospitals, particularly the smaller ones in relatively isolat- 
ed communities where intern staffs vary so widely. Your 
Committee is studying these matters and will be prepared 
to make recommendations to the General Council in the 
near future. 


Your Committee has appreciated the field survey 
reports of the surveyors of the Canadian Council on 
Hospital Accreditation. These on the spot surveys which 
are carried out at our request, are very helpful to the 
Committee in assessing the type and quality of training 
received in hospitals surveyed) 

I wish to extend my thanks to the diligence and hard 
work of the Committee, which has been given so willingly 
of their time over the past year. All of the Committee 
wish to express appreciation to Dr. Peart, about whom 
this program revolves. 


All of which is respectfully submitted. 


L. O. BRADLEY, 
Chairman. 


Personnel of the Committee: 


Dr. L. O. Bradley, Winnipeg, (Chairman) 
Dr. J. F. C. Anderson, Saskatoon 

Dr. Adrian F. W. Anglin, Toronto 

Dr. Lea C. Steeves, Halifax 





TRANSACTIONS 





Dr. R. Dufresne, Montreal 
Dr. Donald Munroe, Vancouver 
Dr. E. W. Nancekivell, Hamilton 


Executive Committee Comment: 


The Executive Committee recommends to the General 
Council that the Report of the Committee on Approval of 
Hospitals for the Training of Junior Interns be approved and 
that the appended resolution be considered by the General 
Council: 


“That the Executive Committee of The Canadian 
Medical Association expresses concern of the restric- 
tive regulations being introduced in various provinces 
by provincial medical licensing authorities with re- 
spect to junior internships, and suggests to its Divisions 
that study be given by the Divisions to the effect of 
these regulations.” 

Dr. Wm. Bramley-Moore said that in his opinion the 
requirement that a hospital obtain an average of two-thirds of 
its gunior intern quota over a five-year period is unrealistic 
and will drive hospitals to accept inferior types of interns. 

Dr. J. F. C. Anderson, on the other hand, disagreed 
with this view, and felt that this was a very realistic approach 
to the problem. 


Speaking to this report, Dr. A. F. W. Peart said that 
the Committee is interested primarily in junior internships 
for the first year after graduation. He said that many ap- 
proved hospitals do not receive their full quotas now. In view 
of the large discrepancy between the number of internships 
and the interns to fill them, it seems advisable for us to direct 
interns to hospitals which can give them the best internship 
possible. 


With regard to the resolution contained in the Execu- 
tive Committee comment, this relates to the fact that the 
freedom of choice of the graduating student is being impaired 
in some provinces, and the Executive Committee felt that this 
should not be. 


In discussing this, one comment made was that many 
students go to the United States for their junior internship, 
attracted to hospitals which are not necessarily well qualified 
to give good internships, but which do pay a high salary. 


Moved by Dr. C. B. Stewart, 
seconded by Dr. J. F. C. Anderson, 


that the Report of the Committee on Approval of 
Hospitals for the Training of Junior Interns be 
adopted. 

Carried 


eeeeevevee eee eeeeveveveeeveeeeeeeeeeeeeeeeeeeee e@eee 


Moved by Dr. H. V. Morgan, 
seconded by Dr. F. G. McPherson, 


that the responsible bodies of the C.M.A. review our 
program for the annual meeting and consider alloca- 
tion of sufficient time for all parliamentary debate on 
essential business of this Association. 


Carried 


Moved by Dr. R. O. Jones, 
seconded by Dr. T. J. Quintin, 
that this General Council records its thanks to the 
Alberta Division, the Calgary Medical Society, the 
C.P.R. hotel staff, the Administration of Banff 
National Park, and all others who have made this a 
very pleasant occasion. 
Carried unanimously 
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Moved by Dr. R. O. Jones, 
seconded by Dr. T. Primrose, 


that a vote of thanks be extended to the secretariat and 
officers and officials and the Chairman of the General 
Council. 


Carried unanimously 
Moved by Dr. M. A. R. Young, 
seconded by Dr. T. J. Quintin, 
that this General Council express its appreciation to 
the General Secretary for the way in which he has 
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served The Association and for the way in which he 
has endured the strain of the past few days. 


Carried 
Moved by Dr. Glenn Sawyer, 
seconded by Dr. J. F. C. Anderson, 


that this General Council express its appreciation to 
the Committee on Resolutions. 


Carried 
ADJOURNMENT 


The meeting adjourned at 12.45 a.m., June 15, 1960. 





